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E X E C U T I V E  SU M M A R Y  
  

he rising number of uninsured individuals in the United States is of concern to 
policymakers at the federal, state, and local levels. Fueled by private foundations and 
the federal government, state and local policymakers have developed a wide variety of 

programs designed to expand coverage for the uninsured. These programs have met with 
varying degrees of success with respect to enrolling their target population, but the program 
features that determine enrollment success are not well understood.  

Researchers generally agree that substantial subsidies are needed to entice the uninsured 
to take up coverage. However, program experience shows that large subsidies may not 
attract the desired level of enrollment if other program features are unappealing. To date, the 
impact of nonprice program features, such as outreach and marketing, insurance counseling 
to help eligible firms or individuals understand the program, the appeal of benefit design, 
and ease of the application process, have been only lightly examined. Without better 
information, program administrators are handicapped in their efforts to design programs 
that effectively and efficiently enroll their target populations.  

Recognizing the significant work already conducted on the determinants of childrenõs 
enrollment, Mathematica Policy Research focused this study on the nonprice program 
features that influence the enrollment of nonelderly adults into voluntary state and local 
programs that subsidize coverage or care. Reflecting the limited state of research in this area, 
our approach to the study question included two phases. Phase 1 was a literature review to 
assess the current state of knowledge regarding the impact of nonprice design features on 
enrollment. Information gathered from this literature was used to inform Phase 2: 
discussions with 67 program directors and other key informants from 17 subsidized 
coverage programs across the country.  

In structuring this study, we postulated that enrollment is the result of three sequential 
steps:  

 The target audience for a program is aware of the initiative.  

 Once aware, the target audience comprehends the information that they 
receive about the program. 

T 
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Executive Summary   

 Their understanding of the program leads the target audience to find the 
program appealing at the price at which it is offered. This step is defined 
broadly to encompass the appeal of all features of the program. For example, 
not only must the coverage have appeal, but also the applicant cannot find the 
enrollment process too difficult or onerous.  

To the best of our knowledge, this is the first study to focus exclusively on the nonprice 
design features that influence take-up of subsidized coverage programs for nonelderly adults. 
At the highest level, this study finds that nonprice program features strongly affect 
enrollment. Other key findings from the study are listed below and a summary of findings by 
type of coverage approach (see side bar) is included as table ES.1. 

 

THERE IS INADEQUATE KNOWLEDGE TO GUIDE PROGRAM DESIGNERS 

This study confirms that policymakers and program designers lack the information 
needed to accurately predict the level and pace of enrollment, based on different program 
features. Specifically, they do not know how different outreach approaches, benefit designs 
or application processes affect enrollment levels. Many program designers significantly 
overestimated enrollment in their programs, while others significantly underestimated 
enrollment. The ability to accurately gauge the strength of a response to a new subsidized 
coverage program is an essential component of the programõs success and duration, and 
critical to keeping costs in line with allocated funds, and to managing political and public 
expectations. 

Coverage Approaches Included in the Study 

As an aid to policymakers, we examined the determinants of adult enrollment within four broad 
coverage approaches:  

 Brokered Access to Subsidized Care. Programs that offer access to subsidized medical 
services but are not true health coverage. These programs use safety net providers, but also 
coordinate care in some way, such as the creation of a òmedical home,ó and include the 
concept of membership or enrollment. 

 Subsidized, Nongroup Coverage for Adults. Programs that subsidize nongroup coverage 
purchased directly by adults.  

 Premium Subsidies for Workers. Programs that subsidize just the workerõs share of the 
premium for employer-based coverage. Typically, the worker must have an offer of coverage 
from their employer and the employerõs share is not subsidized. 

 Premium Subsidies for Employers and Workers. Programs that subsidize both the 
employer and workerõs premium shares for group coverage.  
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OUTREACH IS CRITICAL  

Study participants widely agreed that programs must be proactive to create awareness 
that results in enrollment. Even programs that almost òsell themselvesó due to their 
appealing design require some awareness raising activities on the part of program officials. 
As a general rule, targeted, decentralized, community-based, in-person outreach approaches 
were deemed effective in creating awareness that leads to enrollment. Other effective 
methods varied depending on the coverage approach used (Table ES.1). Mass media, on the 
other hand, was viewed as ineffective when used in isolation. Mass or local media can be 
effective in creating awareness that leads to enrollment if used in conjunction with other 
outreach methods as it reinforces the message.  

A BROAD SPECTRUM OF PARTNERSHIPS IS KEY FOR CREATING AWARENESS THAT 

LEADS TO ENROLLMENT  

Discussants from all types of programs agreed that enrollment rates will be higher if a 
broad spectrum of òpartnersó favors the program and promotes it. The correct set of 
partners will depend on the program type. For brokered access to care, involving community 
clinics and trusted representatives in each community may be key. For small employer 
programs, involving insurance agents or brokers and the state department of insurance may 
be the correct partners.  

These partnerships were consistently identified as the most effective way to create 
program awareness. Discussants speculated that when potential enrollees view these partners 
as a trusted source that instantly increases the coverage programõs credibility. These partners 
can also play a critical role by providing application assistance and insurance counseling (next 
topic). A successful method for engaging prospective partners is to include them in the 
programõs design phase. 

APPLICANTS NEED A H IGH LEVEL OF INSURANCE COUNSELING AND APPLICATION 

ASSISTANCE  

Discussants from all program types noted pervasive confusion among program 
applicants, particularly with respect to 1) insurance concepts, 2) program income eligibility 
criteria and 3) required documentation. Discussants were united in their belief that the 
availability of insurance counseling and application assistance was critical to completing the 
enrollment process. Other strategies, such as simplifying the application process and 
removing technical terms/jargon, were noted as desirable or even critical in the case of 
employer programs, but appeared to be insufficient in and of themselves. Addressing these 
three areas of confusion were characterized as extremely time consuming for enrollment 
counselors and others. We were surprised by the absence of studies or discussant opinions 
with respect to new strategies that would effectively reduce applicantsõ confusion around 
these issues in order to enroll them more cost-effectively. 
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PROGRAM OFFICIALS NEED TO MANAGE EXPECTATIONS AND AVOID NEGATIVE 

PERCEPTIONS  

Informal, word-of-mouth advertising is widely believed to have a tremendous influence 
on enrollment. Discussants pointed out that surmounting poor public perceptions of a 
program (for example, time consuming enrollment process; concerns about program 
permanence or funding; or fear that personal information might be turned over to 
immigration officials) is much more difficult than properly managing expectations in the first 
place. While program officials have only limited control over word-of-mouth, it is critical 
that they anticipate areas of confusion and tailor the outreach message and materials to 
ensure that accurate information about the program is circulated. One promising technique 
for averting negative impressions is to test market the messages and enrollment systems with 
a small group initially.  

PROGRAMS THAT TARGET ADULTS D IRECTLY ATTRACT ENROLLMENT MUCH MORE 

EASILY THAN PROGRAMS THAT INVOLVE EMPLOYERS 

This study found that the relative importance of nonprice features in terms of 
enrollment depends on the type of subsidized coverage program (see side bar above). 
Programs that seek to attract small, nonoffering employers as participants must be designed 
so that the benefit structure, enrollment processes, eligibility criteria and other features have 
strong appeal to several audiences (firm owners, workers and in many cases brokers). These 
programs must do everything right and still be prepared to enroll just a portion of the 
eligible population.  

In contrast, programs marketed directly to adults can contain many unappealing features 
yet still attract significant enrollment if the premiums are very low, the target population is 
aware of the program and application assistance is available. When these nongroup programs 
feature more substantial premiums, a carefully crafted outreach strategy and benefit design 
may become more important.  

Programs that provide premium assistance for employer coverage (but do not subsidize 
the employer's premium share) appear to face some unique enrollment challenges. This 
coverage approach faces some inherent limitations, particularly due to the limited and often 
unpredictable number of workers who are both income-eligible and have access to qualifying 
employer coverage. Complex eligibility criteria and applicantõs difficulties understanding 
insurance concepts combine to preclude significant enrollment.  Premium assistance "opt 
out" programs (as opposed to mandatory programs) face significant challenges in identifying 
and directing their outreach efforts to potentially interested employers and workers. 
Identifying successful enrollment strategies in the face of these limitations proved difficult, 
but included involving brokers in outreach and educational efforts and creating less 
restrictive enrollment periods. 

 Table ES.1 provides additional detail on the studyõs key findings by program type using 
the organizing principles of our study. In other words, we present the nonprice program 
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features that appear to influence enrollment by the type of intermediate outcome: awareness, 
comprehension or appeal.  

 ADDITIONAL RESEARCH IS NEEDED TO QUANTIFY THE ROLE OF NONPRICE DESIGN 

FEATURES IN ENROLLMENT  

 Our study confirms that nonprice program features strongly affect enrollment. 
However, the existing literature and our discussions with program stakeholders exploit only 
a small fraction of extant program knowledge. There are many other state and local coverage 
initiatives that could increase our understanding of the determinants of adult enrollment in 
subsidized coverage programs. Furthermore, the qualitative approach used by this study 
suggests the need for complementary research that attempts to quantify the relative 
importance of the nonprice enrollment determinants. Additional research around this topic 
will better enable policymakers and program designers to evaluate alternative designs and to 
set and achieve enrollment targets. The national drive for new approaches to health coverage 
suggests that information on the nonprice determinants of enrollment, in both high demand 
and low demand settings, will be needed soon. 

  



 

 

Table ES.1. Summary of Key Nonprice Program Features That Influence Enrollment, by Coverage Approach 

 

Coverage Approach 

Brokered Access  
to Subsidized Care 

Subsidized Nongroup  
Coverage for Adults 

Premium Subsidies  
for Workers 

Premium Subsidies  
for Employers and Workers 

Key Enrollment Messages 

 
 Affordability, accessibility, and 

convenience are critical features of 
enrollment.  

 

 Awareness combined with 
affordability overcomes other 
(potentially unappealing) program 
features and generally leads to rapid 
enrollment when premiums are very 
low.  

 

 Brokers and employers are the 
two key groups that influence the 
enrollment of workers. 

 Minimize employer administrative 
duties. 

 Broaden income eligibility rules.  

 Affordability is critical but not sufficient to 
enroll small employers.  

 Broker participation is critical to reaching 
and enrolling small firms. 

 Benefit design must have value for firm 
owner.  

 Simplify the application and align it with 
the standard familiar to brokers. 

Creating Awareness that Leads to Enrollment 

 
 Grassroots, community-level 

outreach is the most effective 
strategy.  

 Formal marketing is not necessary 
for these programs. 

 Foster partnerships with trusted 
community representatives. 

 Have a mixture of outreach methods, 
so that the target audience hears 
about the program from a number of 
sources.  

 Word-of-mouth advertising strongly 
influences enrollment. Programs 
should take steps to manage the 
circulation of program information 
and forestall misconceptions (such 
as attracting ineligible persons). 

 Mass and local media, while 
effective, may not be necessary in 
programs that offer only limited 
enrollment slots.  

 Partner with brokers, employers 
for outreach. 

 Reach brokers through 
professional associations and 
local insurance carriers and by 
offering trainings, free continuing 
education credits. 

 Multiple avenues for identifying 
and reaching eligible workers 
outside of the local social services 
office are important. 

 Messages for brokers should 
highlight the additional 
commission earned from selling 
richer plans, new business, and 
increased customer loyalty. 

 Getting brokers ñon boardò is key.  

 Other effective outreach methods 
include:  Grassroots outreach, a program 
website, visible support from a politician, 
direct mailings, and local media (when 
coupled with other outreach methods). 

 To sell program, brokers should 
emphasize (1) programôs permanence, 
(2) value (good benefits and strong 
provider network at an affordable price) 
and (3) explain the program thoroughly. 

 Important generic messages (1) 
affordability, (2) donôt sound like a 
government program. 

Role of Program Comprehension 

 
 Discussants noted pervasive 

confusion among applicants, 
particularly with regard to insurance 
concepts. (These programs often 
emulate insurance even though 
they are not licensed insurance 
products.)  

 Discussants noted pervasive 
confusion among applicants, 
particularly with regard to insurance 
concepts and the programôs income 
eligibility criteria and needed 
documentation.  

 Applicants have difficulty 
understanding insurance 
concepts, such as cost sharing 
requirements.  

 Significant resources are required 
to explain the program and 
complete the application process.  

 Brokers typically play a critical role in 
fostering firm owner/worker 
understanding of the program.  

 Brokers and firm owners must be able to 
readily understand the materials.  



Table ES.1 (continued) 

  

 

Coverage Approach 

Brokered Access  
to Subsidized Care 

Subsidized Nongroup  
Coverage for Adults 

Premium Subsidies  
for Workers 

Premium Subsidies  
for Employers and Workers 

Appealing Enrollment Processes 

   
 Outreach workers and enrollment 

counselors are critical resources for 
helping individuals complete the 
enrollment process. 

 Other key features: multiple points of 
entry to the program, prior 
preparation of enrollees so they have 
the appropriate paperwork when they 
apply, and electronic enrollment 
systems.  

 Intrusive and/or lengthy applications 
are unappealing but this may not 
deter enrollment in these low cost 
programs if application assistance is 
available.  

 Despite simplification efforts, access 
to application assistance is critical to 
enrollment.  

 Multiple access points (in person, 
web, mail) for initiating program 
enrollment address the diversity of 
underlying preferences in the eligible 
population. 

 Unappealing enrollment features, 
such as complex application or 
requiring a face-to-face interview, did 
not discourage people from enrolling 
when premiums are very low and 
application assistance is available.  

 A waitlist is not a deterrent if 
enrollment is first come, first served. 

 New states laws requiring 
eligibility for medical assistance 
to be a ñqualifying eventò helps 
counteract the open enrollment 
restrictions associated with group 
coverage. Such laws do not 
affect the enrollment practices of 
self-insured employers.  

 Brokers can provide application 
assistance.  

 The presence or even threat of a 
waitlist may deter the support of 
brokers and employers. 

 

 Simplicity of the application process and 
eligibility requirements can be a deciding 
factor for enrollment.  

 It is critical to keep the application 
aligned with standards familiar to 
brokers. 

 Brokers increase the appeal of the 
enrollment process by doing most of the 
work.  

 

Appealing Eligibility Criteria 

 
 Simplicity of eligibility criteria 

facilitates enrollment.  

 

 Complex eligibility criteria are 
unappealing but may not deter 
enrollment if premiums are low. 

 Broad income eligibility 
requirementsðmany lower-
income workers who qualify for 
employer-sponsored insurance 
earn wages that are higher than 
most eligibility rules allow.  

 Set eligibility criteria at the firm level and 
allow employerôs entire workforce to 
enroll (donôt restrict to low-income 
workers within an eligible firm).  

 Minimize or reduce crowd-out provisions, 
especially at the individual level.  

 Allow part-time and contract workers to 
be eligible, at the employerôs option. 

Reducing Stigma 

 
All discussants believed stigma to be a real phenomenon that can deter enrollment. Successful strategies that minimize this effect include having higher income eligibility criteria, 
charging premiums and co-pays (however, modest) and other measures that make the coverage as similar to commercial coverage as possible. 
  



Table ES.1 (continued) 

 

 

Coverage Approach 

Brokered Access  
to Subsidized Care 

Subsidized Nongroup  
Coverage for Adults 

Premium Subsidies  
for Workers 

Premium Subsidies  
for Employers and Workers 

Appealing Benefit Designs/Provider Networks 

   
 A structured, organized system of 

care; a medical home; continuity of 
care; help navigating the health care 
system; medical ID card; and 
prescription drug coverage. 

 Discussants did not agree on 
whether nominal cost-sharing has a 
positive or negative effect on 
enrollment. 

 

 Many benefits design features that 
were characterized as ñunappealingò 
did not discourage people from 
enrolling when premiums are very 
low.  

 Unappealing provider network might 
deter enrollment.  

 Discussants did not agree on 
whether nominal cost-sharing has a 
positive or negative effect on 
enrollment. 

 Commercial coverage 
(particularly access to their 
provider networks) and   
coverage for the entire family is 
very appealing to applicants. 

 Coverage must appeal to firm owners 
and feature first-dollar coverage for some 
services and deductibles that are under 
$1,000.  

 Program features like prescription drug 
coverage, vision, and dental coverage 
are attractive, and can often be added 
relatively cheaply as riders.  

 The absence of pre-existing condition 
exclusions is very appealing to firm 
owners. A strong provider network 
increases enrollment.  

 



 

 

C H A P T E R  I  

W H Y  T H I S  ST U D Y  I S  N E E D E D  
 

he rising number of uninsured individuals in the United States is an issue of 
increasing concern to policymakers at the federal, state, and local levels. The Institute 
of Medicine (IOM) has issued a series of reports detailing the effects of uninsurance 

on individuals, families, communities, and society. These include poorer health, reduced 
quality of life, lower worker productivity, and the broader societal burden of financing 
uncompensated care (IOM 2003). 

Fueled by private foundations and the federal government, state and local policymakers 
have developed a wide variety of programs designed to expand coverage for the uninsured. 
These programs have met with varying degrees of success with respect to enrolling their 
target population, but the program features that determine enrollment success are not well 
understood.  

Researchers generally agree that substantial subsidies are needed to induce the uninsured 
to take-up coverage, since low- to middle-income individuals targeted by these programs 
cannot afford private insurance premiums. However, program experience demonstrates that 
large subsidies may be insufficient if other program features are unattractive. Policymakers 
seeking to provide coverage to uninsured adults will find little guidance in the literature 
regarding the enrollment impact of nonprice program features such as benefit design and the 
ease of the application process.  

Mathematica Policy Research conducted this study for the U.S. Department of Health 
and Human Services to address this gap, focusing on the role of nonprice design and 
implementation features in determining enrollment. Nonprice program features include 
outreach methods used to create awareness, the simplicity or complexity of program 
eligibility rules and the structure of the premium subsidy, the attractiveness of the benefits 
and the provider network, and the ease or difficulty of the application process. To the best 
of our knowledge, this is the first study to focus exclusively on the nonprice design features 
that affect take-up of subsidized coverage by nonelderly adults.  

T 
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STUDY APPROACH 

This study was conducted in two phases. Phase 1 was a literature review of the current 
state of knowledge on the impact of nonprice design features on enrollment. Information 
gathered from this literature was used to inform Phase 2ñdiscussions with 67 program 
directors and other key informants from subsidized coverage programs across the country 
including in-depth discussions around 17 programs. (A complete list of the study 
participants and their affiliation is available in the acknowledgements section; Appendix A 
contains a full description of our study methods.) 

This study makes use of a framework or logic model to structure the analysis. It 
postulates that enrollment is the result of three, sequential steps:  

 The target audience for a program is aware of the initiative.  

 Once aware, the target audience comprehends the information that they 
receive about the program. 

 Their understanding of the program leads the target audience to find the 
program appealing at the price at which it is offered. This step is defined 
broadly to encompass the appeal of all features of the program. For example, 
not only must the coverage have appeal, but also the applicant cannot find the 
enrollment process too difficult or onerous.  

In the literature review and in discussions with stakeholders, we examined how the 
programõs design and implementation features influenced enrollment via these three 
intermediate outcomes of awareness, comprehension and appeal. For example, we explored 
how the feature òoutreach methodsó created awareness that ultimately led to enrollment in 
the program. Figure I.1 depicts this logic model.  

PROGRAMS INCLUDED IN THE STUDY  

Recognizing that there has been significant work on the determinants of childrenõs 
enrollment, this study focuses on voluntary state and local programs that subsidize coverage 
or care for nonelderly adults. Specifically, we examine the determinants of enrollment within 
four broad coverage approaches:  

 Brokered Access to Subsidized Care. Programs that offer access to 
subsidized medical services but are not true health coverage. These programs 
use safety net providers but also coordinate care in some way (such as the 
creation of a òmedical homeó) and include the concept of membership or 
enrollment. 

 Subsidized, Nongroup Coverage for Adults. Programs that subsidize 
nongroup coverage purchased directly by adults.  



  3 

  I:  Why This Study Is Needed 

 Premium Subsidies for Workers. Programs that subsidize just the workerõs 
share of the premium for employer-based coverage. Typically, the worker must 
have an offer of coverage from their employer and the employerõs share is not 
subsidized.  

 Premium Subsidies for Employers and Workers. Programs that subsidize 
both the employer and workerõs premium shares for group coverage.  

Not all programs reviewed for this report fall cleanly into one of these four types. For 
example, Access Health in Muskegon, Michigan closely resembles health insurance coverage, 
but it is not a licensed insurance product. Conversely, there are some products which have 
very limited benefits yet are licensed insurance products. In general, the variety of subsidized 
health coverage/care programs around the country can be thought of as a continuum, with 
uncoordinated safety-net care on one end, and comprehensive health coverage on the other. 
Somewhere in the middle are programs that broker access to subsidized care, comprehensive 
products that are not insurance (like Access Health), and some insurance programs that 
feature a very limited set of benefits (Figure I.1). 

Figure I.1. A Continuum of Health Care and Health Coverage Options 

 

REPORT STRUCTURE AND PREVIEW OF FINDINGS  

To make the study findings more useful to policymakers, we first present findings for 
each of the four program types. Chapters II through V, respectively, describe how nonprice 
program features appear to affect enrollment in brokered access programs, subsidized 
nongroup insurance programs, programs that subsidize worker premiums, and programs 
that subsidize premiums for both employer and workers. In each chapter, findings are 
organized around the three key factors that trigger enrollment: awareness, comprehension 
and appeal.  
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Chapter VI synthesizes key findings across the four program types, noting the 
remaining gaps in understanding how program features may affect enrollment. As an aid to 
the reader, we preview those key findings here: 

Successful Strategies Common to All Programs 

 Using outreach to create awareness is critical, even for very appealing programs. 

 Outreach will be most effective if done by a òtrusted source.ó When 
information is received from a trusted source, the information has more 
credibility and the potential enrollee is more likely to act on the information. 
The appropriate trusted source varies by community and coverage approach. 

 By comparison, marketing through mass media is not effective when used 
alone. Media can be useful if it reinforces the information learned from the 
trusted source.  

 Word-of-mouth can have a powerful effect on enrollment, either positive or 
negative. To facilitate positive word-of-mouth, programs should ensure that 
accurate and complete information about the program is in circulation, 
particularly with respect to eligibility information. Program designers should 
also manage expectations and use a phase-in enrollment strategy so they can 
fine-tune as needed.  

 One-on-one application assistance and insurance counseling was critical for all 
programs. Discussants noted pervasive comprehension gaps among applicants, 
particularly with respect to insurance concepts and program income eligibility 
criteria. Simply ensuring that materials were written at a lower reading level and 
in languages other than English was insufficient to overcome the 
comprehension issues.  

 Discussants believed stigma was a real phenomenon with the potential to deter 
enrollment. However, stigma can be readily minimized by making the program 
resemble commercial coverage (for example, by having insurance cards), 
operating the program out of offices that are not associated with welfare or 
Medicaid, and other methods.  

Findings Specific to the Coverage Approach 

 As described in Chapter V, gaining small-firm participation in programs that 
subsidize premiums for employers as well as workers is very difficult. Program 
designers must make their program very appealing to both firm owners and 
brokers and must use brokers to help market the product.  
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 In contrast, programs that provide coverage directly to adults, brokered access 
to care, and subsidized nongroup coverage for adults can attract enrollment 
even if they have unappealing benefit structures and cumbersome application 
processes. It is critical, however, that these programs create awareness and 
provide application assistance coupled with insurance counseling as described 
above (see Chapters II and III).  

 Programs that provide premium subsidies for workers face unique enrollment 
challenges. As described in Chapter IV, targeting outreach to the eligible 
population is difficult. Program eligibility criteria are often very complex and 
difficult to convey. Two successful strategies identified by discussants included 
using brokers for outreach and creating less restrictive enrollment periods.  

It is our hope that this report will aid policymakers considering different coverage 
approaches. We remind readers that the study is essentially qualitative. It relies on our 
discussions with program officials and other key stakeholders as well as a review of studies 
that are also qualitative (making use of focus group data, program reports, and occasionally 
enrollee surveys). While study authors and program officials believe that these design 
features may encourage enrollment, we are unable to establish positive causation. Rigorous, 
cross-program comparisons have not been conducted, and the observations that follow may 
derive from just one study or program. 

 

 



 

 

Figure I.2. Nonprice Factors Affecting Enrollment Into Subsidized Health Coverage or Care Programs  
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C H A P T E R  I I  

B R O K E R E D  A C C E S S  T O  SU B S I D I Z E D  C A R E  
 

or reasons that range from insufficient funding to difficulties building political 
support, not all communities are able to offer subsidized health coverage to their 
uninsured residents. As a compromise, some communities have instituted programs 

that attempt to rationalize the care delivered through the safety net system.1 These programs 
generally involve membership or enrollment and the use of safety net providers within a 
managed care model. Consistent with earlier research, we call these òbrokered accessó 
programs (Taylor et al. 2006).  

This chapter presents findings from discussions with individuals associated with three 
brokered access to care programs: Ingham Health Plan in Michigan (specifically Plan B), 
Healthy San Francisco in California, and Health Advantage in Indiana.2,3 Each of these 
programs has unique characteristics and serves a distinct population (see Appendix B). The 
discussantsõ insights often reflected differences across the three programs, particularly with 
regard to specific strategies to address the needs of their enrollees.  

Our findings also suggest some common experiences among brokered access to care 
programs in each area (awareness, comprehension, and appeal). Program designers and 
policy makers who seek more general, overarching information on factors affecting 

                                                 
1 The safety net loosely refers to federally qualified community health centers, free clinics, public hospitals 

and other sources of care accessed by the low-income, uninsured population. Clinic charges are usually nominal 
and slide with income.  

2 We also conducted two discussions with representatives from Hinds County Health Alliance in 
Mississippi. Due to lack of additional discussants available in Hinds County, we do not include results of these 
discussions in this chapter.  

3 In addition to Plan B, a brokered access to care program, Ingham Health Plan includes two other plans: 
1) a Medicaid 1115 waiver program for adults with incomes less than 50 percent of the FPL (called Plan A) and 
2) the Ingham County Advantage Program, which is a private insurance product that targets small businesses.  

F 
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enrollment in brokered access to care programs may find these òlessons learnedó in common 
of particular interest. 

PROGRAM BACKGROUND AND ENROLLMENT EXPERIENCE TO DATE  

Brokered access to care programs seek to reduce uncompensated care and to replace the 
use of expensive inpatient and emergency department care with primary care (Taylor et al. 
2006). Several studies have found that these programs are successful in their objectives and 
have saved their communities money (Silow-Carroll 2001).  

Brokered access programs do not provide insurance (although their members may not 
be aware of the distinction). Because they do not involve insurance, these programs are able 
to avoid state insurance regulations, minimum reserve requirements, and reporting 
requirementsñand consequently may be easier to implement. This model also allows the 
community to continue receiving federal and state funds to support charity care, which can 
be critical for the programsõ viability (Katz 2008).  

Programs that provide brokered access to care are as varied as the communities that 
sponsor them. Some common activities undertaken by managed safety net providers include 
efforts to better coordinate care by centralizing some administrative functions, and 
introducing managed care elements, such as primary care case management or medical 
homes. These programs may be administered through a local department of health, such as 
Healthy San Francisco, or by a provider, such as in Bexar County, Texas, where the 
University Hospital System runs Care Link. Their hallmark is that they coordinate care for 
patients, although, as indicated in Figure I.1 (Chapter 1) they may vary in whether they 
provide access to primary or specialty services. 

Enrollment in some of these programs is quite large, and in some cases accounts for a 
large percentage of the uninsured population (Table II.1). For example, Health Advantage 
served more than 52,000 enrollees in 2008. In 2002, Ingham Health Plan accounted for an 
estimated 50 percent of the countyõs uninsured population (Mack et al. 2006); Ingham 
Health Plan representatives indicated that the actual percentage may have been (and 
currently is) higher.  
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Table II.1. Sample Programs That Feature Brokered Access to Subsidized Care  

Program  
(Initial Year of Enrollment) Eligibility Criteria Enrollment 

CareLink (1997),  
Bexar County, TX 

Uninsured county residents, 
without access to public coverage, 
with incomes below 300% of the 
FPL 

50,000 to 55,000
a
  

Care Partners (2001), 
Three counties in southern Maine 

Uninsured county residents with 
incomes up to 175% of FPL 

1,000
b
  

Health Advantage (1997),  
Marion County, IN 

Uninsured county residents who 
do not qualify for other 
government assistance, with 
incomes up to 200% of FPL 

Over 52,000 

Healthy San Francisco (2007), 
San Francisco City, CA 

Uninsured city residents, without 
access to public coverage, with 
incomes below 300% of FPL 
(regardless of employment or 
immigration status or pre-existing 
conditions) 

24,868 

Ingham Health Plan (1998),  
Ingham County, MI 

Uninsured county residents, 
without access to public coverage, 
with incomes below 250% FPL, 

(regardless of immigration status)
c
 
  

17,000 

Source: Appendix B. 
 
a
Maximum allowed at current funding levels. 

 

b
Maximum allowed at current funding levels.  

c
Former enrollees in the state medical plan are also eligible. 

KEY FINDINGS  

Many people who enroll in brokered access to subsidized care programs have 
immediate medical needs requiring attention, and encouraging people to enroll before a 
medical need arises is a challenge for these programs.4 Discussants believed that some 
factors may help attract early enrollment: 

 Common reasons for enrollment in brokered access to care programs are the 
affordability, accessibility, and convenience of these programs. Those who 
enroll in brokered access to care programs have very limited, if any, alternative 
ways to access health care services. 

 Discussants emphasized the attraction of being part of a structured, organized 
system of care as a key factor attracting enrollment. Enrollees appreciate having 

                                                 
4 In programs with high take-up, the enrolled population may have average health care needs. The majority of 
enrollees in Ingham Health Plan are young, fairly healthy, and are not excessive users of health care resources 
(Silow-Carroll 2001). 
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a medical home, continuity of care, and help in navigating the health care 
system.  

 Enrolleesõ lack of comprehension of the features of brokered access to care 
programs was a pervasive concern. Programs adopt various strategies to 
address language or cultural barriers to understanding health care concepts (for 
example, co-pays, specialty versus primary care services).  

 Discussants reported that having a medical ID card is appealing to enrollees, as 
it lends the program the feel of traditional insurance. However, having a 
membership card may also create a degree of confusion, as it leads some 
enrollees to believe brokered access to care programs is equivalent to health 
insurance.  

 Prescription drug coverage is a very attractive feature that discussants believe 
attracts enrollment. 

 The enrollment process was facilitated through use of enrollment counselors, 
preparation of enrollees so they know what to expect when the process begins, 
providing multiple points of entry to the program (for example, at clinical sites, 
neighborhood centers, etcetera), and the use of electronic enrollment systems.  

 There was no consensus on whether cost sharing has a positive or negative 
effect on enrollment. For instance, one discussant noted that co-pays and 
premiums can be deterrents, but can also help convince enrollees of the worth 
of the care they are receiving.  

 Discussants report little use of formal marketing campaigns. Outreach to 
enhance enrollment in brokered access to care programs depends heavily on 
community relationships and partnerships. Discussants emphasized the 
importance of grassroots, community-level outreach to enroll hard-to-reach 
individuals.  

 Stigma was not a common concern in brokered access to care programs. In one 
program, stigma was mentioned as an initial barrier to enrollment, but it 
decreased over time as the program grew in size and popularity.  

PROGRAM AWARENESS 

Several discussants confirmed a finding in the literature that brokered access to care 
programs often conduct very limited marketing (Silow-Carroll 2001). Small program budgets 
and high demand for services commonly forced the programs to strike a balance between 
making qualified enrollees aware of the program and being inundated with applicants, some 
of whom already have health insurance.  
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Indeed, multiple discussants reported that formal marketing campaigns could have hurt, 
rather than helped, their programs. One discussant noted the importance of a slow phase-in 
to avoid having to turn people away, which might have deterred future applicants. Several 
other discussants noted that they shied away from a formal marketing campaign because 
they did not want their program to appear more attractive than other coverage programs.  

Despite concerns about aggressive marketing, most of our discussants reported 
conducting active outreach at a more grassroots level. All worked with other community-
based organizations to spread awareness. They reported community partnerships and face-
to-face contact with potential enrollees as particularly effective in enrolling more hard-to-
reach, vulnerable populations. As one discussant noted: 

I would say we are pervasively present in the community and in the minds of individuals who work in 
the social service fieldsé. Someone will be aware of what is available and will be able to help you. But 
this has all happened over time and is not related to one marketing campaign. 

Discussions with one program, the Ingham Health Plan revealed the importance of 
navigatorsñcommunity members who go door-to-door to spread awareness and increase 
enrollment among hard-to-reach populations. Navigators offer advice and resources on 
many types of social services, including but not limited to the health care program. This 
particular program has used navigators employed by a local neighborhood networking center 
in five annual neighborhood door-to-door sweeps. In the warm months, they may knock on 
as many as 1,200 doors. Crucially, navigators are empowered to enroll people in Ingham 
Health Plan on their doorsteps using PDAs or paper applications. Because navigators are 
familiar faces in the communities, they òconnect better with their neighborhood than [a 
conventional plan representative] would.ó   

Using PDAs or paper applications, navigators have the ability to take the applicantõs 
information on the spot, enabling them to convert awareness directly into enrollment and 
avoid the pitfalls of a multi-step enrollment process (Mack et al. 2006)5. Ingham Health 
Planõs campaign resulted in a significant increase in enrollment during the programõs early 
years.  

Discussants from Health Advantage and Healthy San Francisco also indicated that 
community outreach and partnerships are effective ways to contact hard-to-reach 
populations. Health Advantage shares materials at ethnic fairs, health fairs, and 
neighborhood association meetings. Its online application process (Ind-e-App) allows 
outreach workers to enroll people anywhere with an internet connection, including òsoup 
kitchens, halfway houses, post-incarceration houses, and shelters.ó Similarly, Healthy San 
Francisco program leaders talk to òevery type of [community] group possible,ó offering 

                                                 
5 Ingham Health Plan has dedicated appointment slots for new members to ensure that members begin 

using primary care services instead of the emergency room. Navigators can make these initial appointments for 
members at the time that they enroll them in the program. 
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information about the program to San Franciscoõs òtight-knitó interconnected social service 
programs.  

Community outreach can be successfully augmented by referrals from the local 
emergency room. Discussants noted that a local public hospital emergency room contacts 
Health Advantage if a patient presents frequently for routine primary care. Health Advantage 
contacts these patients to invite them to enroll in the program. In addition, financial advisors 
in the local public hospital present Health Advantage as an option to patients seeking care.6  

Finally, many discussants cited word-of-mouth as an important factor in developing 
awareness and enrollment, especially in communities with many new immigrants. Some 
expressed concern about whether information conveyed by word-of-mouth is accurate and 
conveys the program in a positive light.  

PROGRAM COMPREHENSION  

Discussants reported widespread comprehension difficulties among their applicants and 
enrollees. In some cases these comprehension difficulties reflected language or cultural 
barriers; in other cases a lack of familiarity with insurance concepts.7   

Discussants shared many strategies for assisting for non-native English speakers. For 
instance, Ingham Health Plan publishes its program materials in Spanish, reflecting the 
prevalence of this language in the community it serves. In addition, Ingham employs Spanish 
speakers on its outreach team and works with a clinic that targets the Spanish-speaking 
population.  

Healthy San Francisco addresses language barriers in its community by printing all 
brochures in English, Spanish and Chinese, and enrollment counselors speak Spanish, 
Cantonese, Vietnamese, and Mandarin. The program operates an information hotline: by 
dialing 311, a caller can be automatically transferred to a language system to speak oneõs 
native language. The program also makes an effort to connect each enrollee to a medical 
home with providers who speak the enrolleeõs language.  

Despite these programsõ efforts to eliminate language barriers, several discussants 
reported that comprehension issues were still a matter of concern. Cultural differences go 
beyond language differences and may affect enrollment. For example, applicants who do not 

                                                 
6 This approach is not always successful. For instance, the Hinds County Health Alliance in Mississippi 

attempted to divert Emergency Department patients to primary care clinics. However, almost half of the 
Emergency Department patients gave incorrect addresses or phone numbers, leaving Alliance staff unable to 
contact them about referrals (Brown and Stevens 2006).  

7 While these programs are not technical insurance coverage, they typically borrow many concepts from 
insurance. For example, instead of a premium, members may pay a membership fee or participation fee. 
Instead of a copay, they may face a point of service fee.  



  13 

  II: Brokered Access to Subsidized Care 

have a tradition of insurance coverage in their birth-country may have difficulty with the 
concept. As one discussant stated: 

Speaking to a culture is an issue. Unless we can have people who are experts in all cultures, it is hard 
to make sure a person fully understands the program. 

Finally, several discussants noted that enrollees are often unfamiliar with concepts such 
as co-pays, premiums, and having a medical home as their point of access to services. 
Moreover, it is unclear whether enrollees understand that brokered access to subsidized care 
is not equivalent to traditional health insurance coverage.8  Discussants commented that the 
effect of comprehension difficulties on enrollment is difficult to assess. However, it is 
important to note that these areas of potential confusion may affect enrolleesõ experiences in 
brokered access to subsidized care programs.  

PROGRAM APPEAL 

The major appeal of brokered access to subsidized care programs is rooted in their 
promise of affordable care for individuals with few, if any, other options for health coverage 
or health care. While some specific aspects of brokered access programs may affect their 
appeal, the negative features of these programs were not viewed as major deterrents to 
enrollment.  

Benefit Design/Provider Network 

Discussants noted that perceived inadequacies with respect to benefits or providers did 
not deter enrollment. While discussants from all three programs reported some complaints 
from enrollees about lack of certain types of coverage, such as dental,discussants added that 
there is a strong appeal to having even basic coverage. However, several discussants reported 
having some prescription drug coverage as a major selling point for enrollees, who recognize 
that brokered access programs provide benefits above and beyond typical services offered by 
free clinics. As one discussant stated:  

In the past, [enrollees] have always been able to get cheap or free primary care at clinics, but [if] by 
enrollingé[they] also get pharmaceutical benefits, [then] the program saves them money. 

It was less clear whether assignment of a provider (versus allowing enrollees to choose 
their provider) affects enrollment. Discussants in one program believed that assigning 
enrollees to a specific provider helped to eliminate access barriers. In contrast, discussants in 
another program reported that offering enrollees a choice of providers was a popular 
feature. These differences of opinion may reflect the different populations that brokered 
access programs serve. Some programs serve populations that may have established 

                                                 
8 This finding comports with previous research that found enrollees in Ingham Health Plan believed they 

were enrolled in health coverage because they had a membership card (Silow-Carroll 2001).  
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relationships with providers and wish to maintain these relationships. Others work with 
populations who may have no established provider and find it difficult to find oneñso that 
assignment to a provider would be viewed as a valuable service.  

Several discussants acknowledged that lack of access to providers could be an issue for 
enrollees, although this did not appear to deter enrollment. For example, in one program 
access to specialty care is limited due to specialistsõ concerns that the program does not 
cover inpatient care. Many specialists refuse to treat patients in this program, rather than 
confront the moral and financial quandary that would arise if their patient would need 
inpatient care.  

Discussants mentioned several aspects of their programsõ benefit design and provider 
networks that might attract enrollmentñprominently including dental care. However, some 
discussants stressed that their programõs mission was not to provide comprehensive benefits. 
Rather, it is to be a last resort for the uninsured. As one discussant stated: 

Some people want us to pay for Viagra, implants, surgeryébut there has to be a limit as to what the 
government pays for.  

Some were concerned that brokered access programs not be more attractive than Medicaid, 
so that individuals would not drop their current coverage to enroll in this program. 

All three programs included modest cost-sharing at point of service. Discussantsõ views 
on whether co-pays enhance or deter enrollment were mixed. Some discussants felt that 
cost-sharing is prohibitively expensive for low-income enrollees. Others felt that cost-
sharing allowed enrollees to believe they are receiving higher-quality care because it is not 
free. For instance, one discussant stated:  

There is appeal to the co-pays. We hear story after story of people who didnõt pay their co-pay and then 
will come back the next day and pay us. 

However, another discussant in the same program stated: 

Some people think that because they have zero income, how can they pay a co-pay? 

Other discussants clearly saw both sides of the issue and were undecided. For instance, one 
discussant stated that co-pays (and premiums) could act as deterrents. However, she added: 

On the other hand, if people feel like something is free, people donõt feel like they are receiving the best 
care, so in a way, maybe it would be bad to take away the co-pay. 

While discussants did not provide consensus on this issue, several discussants agreed that 
clinic and program staff were more resistant to charging co-pays than enrollees were in 
paying them. As one discussant noted: 
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Clinics complained that their clients were too poor and that now the clinics might be targets for crime 
[since there would be money on site]. But once we made the collection mandatory, the clinicsõ complaints 
subsided. 

Premium Subsidy Structure 

Few brokered access programs charge premiums (or their near equivalent, enrollment or 
participation fees). Only one of the three study programs charged a slidingðscale 
participation fee that varied with income.9  For the same reasons as those given above for 
point-of-service cost-sharing, discussantsõ views on whether premiums enhance or deter 
enrollment were mixed. Our literature review revealed a similar ambiguity. Several studies 
note that charging even minor enrollment fees deters enrollment for some populations, yet 
may attract other enrollees because it makes the coverage seem less like a hand-out (Mack et 
al. 2006; Minyard et al. 2007). 

Enrollment Process/Eligibility Criteria  

Discussants were unable to attribute enrollment trends directly to the ease or difficulty 
of the enrollment process. However, they pointed to several program practices that they 
believed greatly eased the enrollment process: (1) providing assistance, such as enrollment 
counselors, to guide enrollees through the process; (2) preparing enrollees beforehand so 
they know what to expect during the enrollment process; (3) providing multiple points of 
entry into the program; and (4) using electronic enrollment whenever possible.10  

Discussants from all three brokered access programs reported the value of employing 
enrollment counselors and others to assist with the enrollment process. Such assistance helps 
to overcome comprehension barriers. In addition to answering questions, checking 
documentation, and guiding enrollees through the application process, enrollment 
counselors are able to solve problems that could otherwise impede enrollment. For instance, 
one discussant reported: 

We make it easy. If a patient comes in and hasnõt worked for two years and is homeless, then we can 
use verification from a shelter and fast-track the application easilyé. As a counselor, you donõt want to 
ask for too much information because then people wonõt want to apply. 

                                                 
9 Healthy San Francisco; members with incomes below poverty level do not pay this fee. As Katz 

reported, this is expected to attract some people who have refrained from seeking care because they refuse to 
accept òcharity careó (2008).  

10 In contrast, testing for public program eligibility appears to impede enrollment in some cases: For 
example, the enrollment process for CarePartners in Maine was described by one observer as being a deterrent. 
òThis process began with proof that they did not qualify for Medicaid, a time-consuming and stigmatizing 
determination that some uninsured people declined to pursueó (Brown and Stevens 2006).  Similarly, if a 
CareLink applicant is determined to be potentially eligible for Medicaid or CHIP, the individual must apply to 
the Medicaid and/or CHIP program prior to the end of a 60-day temporary enrollment period into CareLink 
(Task Force on Access to Health Care in Texas 2008). 
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If the application system is linked to other social welfare programs, enrollment 
counselors are able to enroll eligible individuals (and other eligible family members) in 
multiple programs. Enrollment counselors also play an important role in ensuring that 
applications are complete, speeding enrollment of applicants who otherwise might be 
delayed by an incomplete application. A discussant from Healthy San Francisco explained 
that 98 percent of unassisted applications were incomplete. 

Discussants also emphasized the importance of preparing enrollees for the process 
before they attempt to enroll. This included communicating information about the forms of 
documentation needed, where the enrollee must go to complete an application, and how 
much time the process would take. As one discussant stated: 

I would find it intrusive and strange if I were asked all these questions and needed to show these 
documents. So we want to prepare people. It doesnõt mean that people donõt forget to bring these 
documents, but we do what we can to make the process go faster. 

Several discussants observed that providing multiple points of entry into the program 
facilitated enrollment. For example, the Ingham Health Planõs navigators can enroll eligible 
individuals on their doorsteps using PDAõs, but people can also enroll at neighborhood 
centers, primary care sites, or via telephone. Health Advantage uses the Ind-e-App system 
for enrollment, screening for multiple programs so that individuals seeking other services 
may discover they also are eligible for Health Advantage (or vice versa).11 Primary care sites 
also use Ind-e-App and can enroll patients on-site. Finally, Healthy San Francisco allows 
enrollment at primary care sites, San Francisco General Hospital, and a centralized 
enrollment unit at the Department of Public Health.  

Finally, discussants mentioned that electronic application systems can be of significant 
value in helping eligible individuals and families to access needed services. Electronic 
applications are immediately transferable to other social service agencies (with enrolleesõ 
knowledge and permission). Finally, programs can use the electronic information provided 
by applicants to identify neighborhoods that they may not be reaching. 

Stigma 

In one of the three brokered access programs in this study, discussants uniformly 
acknowledged that stigma could be a barrier to enrollment but generally downplayed its 
potential effects. One discussant reported the program is occasionally associated with 
welfare, which òaffects enrollment a little bit.ó Another discussant stated the program faced 

                                                 
11 Ind-e-App is a browser-based system that assists with entitlement program application generation, 

eligibility determination, on-line provider selection, verification document management, workflow 
management, disposition tracking and report generation. This integrated system is designed to improve 
customer service, increase application accuracy, increase financial counselor accountability, expedite 
enrollment, prompt receipt of Medicaid reimbursements and provide reliable data regarding the indigent 
population of Marion County. 
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stigma primarily in the first few years of existence, but this perception seems to have 
decreased with time, as enrollment has increased. A third discussant noted that òovercoming 
stigma is difficultó but was unclear about how big a factor stigma was in deterring 
enrollment into the program. With respect to the other programs, discussants stated they 
had encountered no perceptions of stigma.  

Recognizing the potential for stigma, discussants listed several ways that the programs 
had attempted to avoid or to counter stigma, including: 

 Asking for òcontributionsó or co-pays so that the program òdoes not seem like 
Medicaidó 

 Using membership cards, which lend the program an air of a traditional 
coverage programñalthough it may also lead enrollees to confuse the program 
with insurance coverage  

 Reducing barriers to entryñfor instance, making the enrollment process more 
streamlined and asking for information just once per year, distancing the 
program from traditional social welfare programs  

Program Permanence 

While program officials may be concerned about the permanence of their programs due 
to funding issues, eligible individuals may react to a perception of impermanence by 
enrolling sooner. For example, discussants reported that during the pilot phase of Healthy 
San Francisco, òpeople thought they better sign up now because they donõt know how long 
the program will last.ó However, this sense of urgency has since passed. In contrast, one 
discussant believed that people would be hesitant to enroll in a short-term program, and that 
program permanence was important for enrollment. 

 





 

 

C H A P T E R  I I I  

SU B S I D I Z E D  N O N G R O U P  C O V E R A G E  F O R  

A D U L T S  
  

n most states, traditional public coverage options for adults, particularly childless adults, 
are more limited than those for children.12 Additionally, many lower-income adults do 
not have access to coverage from an employer. These nonelderly adults (ages 19ð64) are 

thus more likely to be uninsured than children or the elderly. Nationally, uninsured adults 
account for 80 percent of the uninsured population under age 65 (Figure III.1). Among 
adults, uninsured adults without dependent children at home are twice as prevalent as 
uninsured adults with dependent children at home.  

In response to high uninsured rates among low-income adults, states and communities 
have implemented various subsidized coverage approaches that target them directly, with no 
employer involvement. Demand for this type of coverage is high, and these programs tend 
to fill their available slots quickly.  

This chapter focuses on subsidized nongroup coverage programs for adults. In addition 
to reviewing the literature, we spoke to program directors and other discussants in five 
programs: adultBasic in Pennsylvania; Alliance Family Care in Alameda County, California; 
the Family Health Insurance Assistance Program (FHIAP) in Oregon, the individual plan 
component of Insure Oklahoma; and Utahõs Primary Care Network (PCN).13,14 Despite 

                                                 
12 More than half of all poor uninsured people are adults who are not categorically eligible for Medicaid. 

(Dorn 2008). Medicaid covers adults only if they fit within federally defined eligibility categoriesñthat is, they 
must be pregnant, caring for dependent children, severely disabled, or age 65 or older. Section 1115 of the 
Social Security Act permits the secretary of the Department of Health and Human Services (HHS) to waive this 
prohibition. However, few states use such waivers because, under federal òbudget neutralityó rules, waivers give 
no additional federal money to defray the cost of covering more people. 

13 Oregonõs FHIAP features premium subsidies for both group and nongroup coverage. This chapter 
focuses on findings specific to premium subsidies for non-group coverage. Chapter IV addresses premium 
subsidies for group coverage.  

14 Alliance Family Care in Alameda County, California, closed in 2005 (see Appendix B).  

I 
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Table III.1. States with Statewide Nongroup Coverage Programs Offered to Nonelderly, 
Nondisabled, Nonpregnant Adults Above FPL (ages 19ï64) 

Offer to at Least Some Adults in the 
Indicated Income Range (income as a 
percent of FPL) 

Adults with Dependent 
Children Other Adults 

100%ï200%  22 18 

200%ï300%  4 3 

 
Notes: Includes six programs that have closed enrollment. Includes programs that provide coverage 

directly (such as RiteCare) as well as those that provide premium subsidies for nongroup 
coverage (such as Oregonôs FHIAP). 

 
Source: Klein and Schwartz 2008; Kaiser State Health Facts (Income Eligibility for Parents Applying for 

Medicaid by Annual Income as a Percent of federal poverty level (FPL), 2008, accessed 
11/12/2008); and Appendix B. 

 

Many of the programs offering coverage to adults (including childless adults) operate 
under Medicaid or State Childrenõs Health Insurance Program (SCHIP) waivers, which may 
involve complex eligibility requirements. For example, Utahõs PCN operates under a 
Medicaid 1115 waiver. Eligibility for the program is restricted to uninsured legal residents 
without access to other forms of public coverage or affordable employer coverage. In 
addition, the program may not enroll more than a certain ratio of childless enrollees to 
parent enrollees, sometimes leading the program to have open enrollment only for parents.15  

Various federal provisions governing the Medicaid and SCHIP programs as well as 
limits on state sources of funding often force these programs to cap enrollment so as not to 
exceed available funds.16 Table III.2 shows selected features for selected programs, most 
with capped enrollment, that subsidize coverage for adults.  

The combination of high-demand, affordable premiums and capped enrollment means 
that these programs tend to fill their available slots quickly (see Appendix B). 17 On the other 
hand, slots can fill more slowly than expected in subsidized programs with higher premiums, 
such as Healthy New York (Kilbreth 2006).  

                                                 
15 This is mostly driven by federal budget neutrality calculations. In the 1115 budget neutrality formula, 

childless adult member months do not count in the denominator even though their health care costs are in the 
numerator (www.hrsa.gov/stateinsurance/utah.htm). 

16 Demonstrations set up as 1115 waivers must be òbudget neutral.ó In other words, the costs of covering 
the òexpansion populationó must be offset by other programmatic changes in Medicaid. A limited ability to 
make offsetting cuts in other Medicaid programs means that states must often cap enrollment of these 
expansion populations. Similarly, SCHIP state funding caps limit federal funding available to SCHIP 
populations.  

17 We are aware of just one program, the Premium Support Program in Arizona, which was heavily 
subsidized and had lower-than-expected enrollment in its early years (Sparer 1999). 
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Table III.2. Sample Programs That Feature Subsidized Nongroup Coverage for Adults 

Program Name 

Maximum 
Income 

Eligibility for 
Subsidies 

Monthly 
Premium 

Share After 
Subsidy 

Enrolled as 
Individuals or 

Sole 
Proprietors

a
 

Is Program 
Enrollment 
Capped? 

No. of 
Individuals or 

Sole 
Proprietors on 

Waiting List 

State- or Locality-Funded Only 

adultBasic  
Pennsylvania 

200% $35 53,534 Yes 95,649 

Alliance Family Care
b
 

Alameda County, CA 
300% $20ï$120 7,300 Yes 2,500 

DirigoChoice  
Maine 

300%
c
 Sliding-scale 

subsidies 
10,700 Yes

d
 

e
 

Healthy New York  
New York 

250% $230 
(average) 

101,795 No n.a. 

Medicaid- or SCHIP-Funded 

Family Health Insurance 
Assistance Program (FHIAP)  
Oregon 

185% Sliding-scale 
subsidies 

10,680 Yes 25,000 

Family Health Plus  
New York 

100% / 150% 
(childless/ 
parents) 

$0 509,091 No n.a. 

Insure Oklahomaðindividual 
plan 

200% $0ï$69 2,923 No n.a. 

New Mexico State Coverage 
Insurance 

200% $0ï$110 3,000 No n.a. 

Primary Care Network 
Utah 

150% $50 annual 
enrollment fee 

20,120 Yes n.a. 

Source: See Appendix B.  
 
a 

Several of these programs, such as DirigoChoice, also allow small employers to participate, but small  
employer enrollment is not included in this table. See Chapter V for a discussion of this group. Enrollment 
does include unsubsidized nongroup enrollees, where such enrollment is permitted.  

 

b
 Program operated from 2001 to 2005; enrollment is as of 2003. 

 

c
 Families at all income levels may enroll in DirigoChoice, but those with incomes higher than 300 percent 

FPL are not eligible for a premium subsidy. Most DirigoChoice individual enrollees are eligible for the highest 
subsidy level. 

 

d
 Individual (nongroup) enrollment in DirigoChoice was capped during 2005, the programôs first year of 

operation. The cap was lifted in 2006 and then reinstituted in 2007 when individual enrollment constituted 50 
percent of the DirigoChoice member mix. 
 
e
 Wait list size not found.  

 
n.a. = not applicable. 
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KEY FINDINGS  

Many programs that subsidize nongroup coverage for nonelderly adults charge no 
premiums or very low premiums. Very affordable premiumsñalong with high need among 
the target populationñmay overcome some unappealing program features (for example, 
lengthy applications) that might otherwise deter enrollment. However, the presence of 
enrollment caps in many of the programs also suggests that a broader test of enrollment 
strategies has yet to be conducted. Indeed, several stakeholders acknowledged that they were 
unsure who might comprise a òhard-to-reachó segment of their target population.  

Program directors and other discussants offered valuable lessons on efficient outreach 
techniques and program features that attract enrollment: 

 Affordability and the absence of other coverage options are the most important 
reasons that adults enroll in this type of subsidized coverage program. All 
discussants believed that their target populations were widely aware of the need 
for coverage and felt anxious about how vulnerable they were without 
coverage. They disputed the common perception that uninsured adults are 
primarily òyoung invinciblesó who are difficult to enroll.  

 Creating awareness of the product is important. No matter how attractive the 
program is, eligible adults cannot apply if they are not aware of it.  

 Fostering partnerships with trusted community representatives (with support 
from program outreach coordinators) is effective in creating awareness that 
leads to enrollment. On the other hand, mass media, while effective, may not 
be necessary for programs with limited enrollment slots.  

 States and communities have identified diverse ways to target outreach 
successfully, reflecting important differences in the populations they are trying 
to reach.  

 Applicants need multiple points of access to the program because of 
differences in Internet access, need for assistance in completing an application, 
and concerns about stigma.  

 Despite efforts to simplify the application process, many applicants need 
assistance in completing an application. Some need help learning how to access 
services or understand insurance concepts. Programs should be prepared to 
furnish that substantial assistance and can work with community partners to 
create more options for assistance.  

 Many program features that were characterized as òunappealingó by discussants 
(e.g., limited benefits, a complex application, welfare stigma, a required face-to-
face interview) did not discourage people from enrolling when premiums are 
very low. 
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The research literature, while limited, supports these lessons offered by discussants but 
offers one important addition: when adult coverage programs feature higher premiums, 
program designers must pay more rigorous attention to the outreach and implementation 
features that attract enrollment. For example, Healthy New York (featuring substantial but 
subsidized premiums) only enrolled about 15,000 individuals and sole proprietors in the first 
two years despite a media campaign, a website, a 1-800 number, and some informal outreach 
to community groups (Lewin 2003). In contrast, New Yorkõs heavily subsidized Family 
Health Plus program enrolled 400,000 (half of the eligible population) after two years of 
operation. As discussed below, Healthy New York took a number of steps to boost 
enrollment in subsequent years.  

Program directors agreed that they were not armed with sufficient information to 
predict the demand for their program and were often surprised by (and in some cases 
unprepared for) the high number of applications. To help increase understanding of 
program features that attract enrollment, we offer our detailed findings below.  

PROGRAM AWARENESS 

All discussants believed that outreach was necessary to enroll adults in nongroup 
coverage programs. Certain outreach approaches (such as local media and grassroots 
outreach to trusted community partners) appeared to be more effective than others.  

While demand was uniformly high for subsidized coverage programs that targeted 
adults, this demand translated into enrollment only if the target population was aware of the 
program. For example, the individual plan component of Insure Oklahoma had not been 
widely promoted and had fairly low initial enrollment (approximately 3,000 after 18 months). 
In contrast, Utahõs PCN, which features more limited benefits and a lower threshold for 
income eligibility, did carry out a significant outreach effort and enrolled 3,000 adults in two 
months. PCN reached its enrollment cap of approximately 18,000 adults after a year of 
operation.18  

Research done in connection with the SCHIP evaluation effort (Appendix C) 
distinguished between general awareness and awareness that results in enrollment. 
Discussants identified local media and grassroots outreach to trusted community partners as 
particularly effective in creating the kind of awareness that leads to enrollment. These trusted 
community partners could be local health clinics, advocates working in the community, or 
informal leaders in an ethnic neighborhood.  

Discussants cautioned that it takes work to partner with community organizations 
effectively. In one program, poor information about income eligibility requirements led to 
negative feelings among community advocates during the programõs early years. Several 
states made òmini-grantsó available to encourage local community organizations to promote 

                                                 
18 Personal communication from H. Weaver, August 14, 2008.  
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the programs. One discussant characterized the attributes that lead the community to trust 
the local clinic:  

[A]t our clinics, most of the staff are from the community. They are bilingual and ethnically similar to 
the patient. The clinics also donõt have government names. 

Discussants believed that hearing about the program from multiple sources creates 
awareness that is more likely to lead to enrollment (e.g., hearing about the program on local 
radio as well as from people at the barber shop).19 As one discussant noted:   

It takes a couple of touches. He needs to see the product a few times and hear about it from a few 
different people, and then the light bulb will finally go on.  

 Most discussants told us that word-of-mouth was the most effective means of creating 
awareness that leads to enrollment. Word-of-mouth is typically a personal referral from a 
trusted source who shares similarities with the listener (for example, ethnically similar, in the 
same neighborhood, with a similar job or economic circumstances). Program designers can 
promote word-of-mouth by tailoring outreach messages and materials to ensure that 
accurate information about the program is circulated. Conversely, word-of-mouth can deter 
enrollment if negative information about the program begins to spread. One discussant 
noted that surmounting poor public perceptions of a program was much more difficult than 
properly managing public expectations in the first place. 

A few discussants speculated on how word-of-mouth leads to enrollment. Several 
suggested that the importance of word-of-mouth outreach may vary depending on the 
strength of community social ties. For example, word-of-mouth was believed to have 
worked very effectively in a tight-knit Russian immigrant community. Another discussant 
speculated that young African American men were hard to enroll because their communities 
lacked mutual trust and a tendency to share information.20   

States and communities have identified many ways to target outreach with apparent 
success. Several programs target adults with a family member who is already enrolled in 
coverage (typically a Medicaid or SCHIP child). If there is good coordination between the 
Medicaid/SCHIP agencies and the program serving adults, eligible parents can be efficiently 
targeted for mailings or when their children receive services. In some cases, the potential 

                                                 
19 Several discussants noted that mass media, while effective, may not be necessary if only a limited 

number of program slots need to be filled. 

20 One discussant cited the limited body of research in the area of community òsocial capitaló and its 
effect on access to health insurance information. Social capital is the level of community connectedness and 
strength of social networks, as manifested in civic participation, trust in neighbors, and a sense of belonging 
(Hendryx et al. 2002). Communities with high levels of social capital may disseminate information about social 
services, including health coverage programs, more efficiently and the phenomenon of òword-of-mouthó may 
play a more critical role. Conversely, word-of-mouth may be less critical in communities with low levels of 
social capital.  
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enrollee may have already visited the enrollment location for other reasons. For example, the 
enrollment location may serve as an entry point for social services already being used by the 
potential enrollee (food stamps, etc). In some programs, clinics can enroll uninsured patients 
when they come in for services. Discussants noted that providers (typically safety-net clinics 
but sometimes hospitals) are generally motivated to enroll patients if their reimbursement 
goes up.  

While the research literature generally supports our discussantsõ contention that 
outreach is effective and necessary, we found no studies that rigorously examined the 
effectiveness of alternative outreach methods in programs that offer subsidized nongroup 
coverage to adults. Nevertheless, the research literature suggests that some targeting 
approaches that discussants did not mention may be effective. These include providing 
information through school lunch forms (Rhode Island) or childrenõs SCHIP enrollment 
forms (New Jersey) and identifying eligible residents through state tax returns (New Jersey). 
Other approaches include using information for residents enrolled in government programs 
to identify eligible people, such as SCHIP in New Jersey or the Food Stamp Program in 
Wisconsin (Howell et al. 2002).  

The literature suggests that the outreach may be more important for programs featuring 
higher premiums (Bowe 2005). For example, individual enrollment in Healthy New York 
was modest for the first two years of operation despite a media campaign, a website, a toll-
free number, and informal outreach to community groups (Lewin Group 2003). 
Participating health plans viewed the state advertising campaign for Healthy New York as a 
key to increasing enrollment. In its third year, Healthy New York was able to significantly 
boost enrollment by stepping up its media campaign and increasing the amount of the 
reinsurance subsidy, effectively lowering the premium cost by 17 percent (Lewin Group 
2003).  

Program data from later years of Healthy New York suggest that outreach effectiveness 
may change over time. According to call logs, in the early years of program operation, callers 
were more likely to cite all types of outreach, including mass media, when asked how they 
heard about the program. In later years, òfamily and friendsó were by far the most common 
method by which individuals and sole proprietors learned about the program (EP&P 
Consulting 2008).21   

PROGRAM COMPREHENSION  

Discussants routinely noted that applicants have difficulty with certain aspects of the 
application process, particularly understanding eligibility criteria and the requirements for 
documenting income. In addition, many applicants are unfamiliar with certain insurance 

                                                 
21 In 2007, 16 percent of callers cited television as how they had heard about the programñdespite the 

fact that Healthy New York stopped running its television advertisement campaign in 2007. This suggests that 
the media campaign made a lasting impression (EP&P Consulting 2008). 
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concepts and had difficulty understanding which services were covered or that referrals from 
primary care providers were needed to see a specialist.  

Discussants characterized insurance counseling and application assistance as time-
consuming but critical to the enrollment process.22 For example, discussants variously 
mentioned: 

[P]eople donõt understand how insurance workséprobably about 30 to 40 percent of our time is spent 
educating people about insurance. 

Our agents spend more time trying to explain to people how insurance works than signing them up for 
coverage. 

For a lot of these people, the idea of a checking account is foreign. We explain that they must pay their 
bills and pay the full amount listed on the bill, as opposed to just sending in what they can. 

Besides application assistance, discussants described various program approaches 
designed to minimize comprehension issues, such as writing materials at the sixth-grade (or 
lower) reading level, preparing materials in diverse languages, and simplifying the enrollment 
application.  

However, such efforts may be insufficient. Discussants from one program spoke of 
pervasive literacy issues. Many applicants to the programs were illiterate in their own, non-
English native language. One small immigrant population had no written language:  

I just saw a prescription that showed a moon with a taped pill and a sun with a different taped pill. 
This way, the patient was sure to take the correct medicine. 

When literacy concerns are so pervasive, merely translating program documents into 
other languages may not overcome comprehension difficulties. Enrollment staff often must 
still read the materials aloud for the applicant and explain them. òThe burden completely 
falls on the staff,ó declared one discussant. 

If a subsidized coverage program is modeled on coverage already being used by the 
target population, discussants reported that it was easier for applicants to understand the 
program features and how to apply. For example, Alliance Family Care was intentionally 
modeled on an existing, widely used coverage program for children, and discussants reported 
few concerns about the target populationõs ability to understand the program. In contrast, 
Utahõs PCN is different from other subsidized coverage programs in the state. Utah 
conducted mandatory orientation sessions for PCN enrollees during which staff explained 
not only the PCN but also the other two Medicaid programsñtraditional Medicaid and 
nontraditional Medicaid. The study notes that orientation staff had difficulty overcoming 

                                                 
22 In all five programs, applicants had access to enrollment assistance from program staff and community 

partners. 
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confusion among the program enrollees. Many enrollees had difficulty understanding the 
multiple programs, particularly if they had family members in more than one program 
(Oppenheimer et al. 2006).  

Discussants agreed about the need for application assistance and the underlying literacy 
issues that contribute to that need. However, we were unable to find any studies that 
rigorously explored the comprehension difficulties facing low-income uninsured adults 
seeking coverage. Similarly, our discussants did not seem to have detailed information about 
the nature and cause of comprehension difficulties or possible solutions beyond one-on-one 
assistance. Existing program information systems did not appear to collect detailed 
information on applicantsõ ability to comprehend program structure, eligibility, or the 
enrollment process.  

PROGRAM APPEAL 

Discussants widely agreed that affordable coverage of any kind has tremendous appeal 
to uninsured adults without other coverage options. As one stakeholder put it, òGroups that 
never had access to ESI [employer-sponsored insurance] feel they have no options.ó 

Discussants felt that they understood the program features that appealed to applicants 
as well as the features that enrollees disliked, such as limited benefits or lengthy applications. 
Yet, they observed strong enrollment despite unappealing features, noting that the òlionõs 
shareó of eligible adults are not deterred.  

Benefit Design/Provider Network 

Discussants noted, not surprisingly, that applicants desired comprehensive coverage 
with low, affordable cost-sharing. Nonetheless, even with significant benefit limitations, the 
programs still experienced strong enrollment.23 However, one discussant speculated that an 
unappealing provider network could deter enrollment.  

Many discussants cited commercial coverage (or coverage that feels like commercial 
coverage) as very appealing. One discussant mentioned having an insurance card 
(specifically, from a commercial carrier) as very attractive.24   

                                                 
23 For example, Utahõs PCN features extremely limited primary care benefits and no coverage for hospital 

or specialty care. One case study reported that some eligible adults did not enroll because they did not perceive 
the PCNõs benefits to be worth the $50 annual enrollment fee. A disenrollment survey conducted after one year 
of operation found that 26 percent of former beneficiaries reported that they disenrolled from the program 
because it failed to meet their health care needs; 62 percent of this group reported that PCN did not offer 
needed services (Office of Health Care Statistics 2004). Nonetheless, the program reached its enrollment cap of 
19,000 adults (an estimated 16 percent of the eligible population) after a little more than one year of operation 
(see Appendix B). This suggests that the limited benefit design did not overly deter enrollment.  

24 Some of the literature reinforces this view. An analysis of Oregonõs FHIAP found that many children 
eligible for the stateõs public coverage plan (Oregon Health Plan, the stateõs SCHIP plan) instead enrolled in 
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Discussants were careful to note that one feature common in nongroup private 
coverage, pre-existing condition exclusions, did not appeal to applicants. Instead, the absence 
of pre-existing condition exclusions (in four of the five programs) had tremendous appeal. 
As one discussant noted: 

With private nongroup coverage, they get a quote but no coverage for like a year. With our program, 
they donõt have to wait.  

Program officials in Alameda Countyõs Alliance Family Care noted that òoral health care 
is one of the things that draws families to the programó (W.K. Kellogg Foundation 2002). 
However, to address funding shortages, the oral health benefit was later dropped from the 
coverage package with no perceptible effect on enrollment. This may be because the 
program offered many other highly attractive features, including multilingual providers (or 
interpreters) and providers with evening office hours.  

Premium Subsidy Structure 

Four of the programs had very low premiums or no premiums at all. Consequently, the 
discussants had little evidence that particular subsidy structures either attracted or deterred 
enrollment (apart from the amount of the net premium).  

When premiums are charged, a few studies suggest that the premium subsidy methods 
may affect enrollment. Maineõs DirigoChoice program sends premium subsidy amounts to 
an electronic benefits transfer (EBT) debit card supplied to the enrollee. Balances on the 
card can be used to make purchases at locations that accept the card or used for cash 
withdrawals at certain banks and credit unions. An early survey of individual and employee 
disenrollees from the DirigoChoice program after one year found a few respondents who 
specifically cited the reimbursement process in their decision to disenroll (Anderson and 
Bowe 2006). These former enrollees believed the EBT card to be a cumbersome means of 
reimbursing enrollees. The study cited one informant who considered the program but did 
not enroll because she associated this reimbursement method with welfare stigma. Oregonõs 
FHIAP uses another possible approach: billing nongroup participants for just their portion 
of the premium. The program then combines the enrolleeõs portion with the state subsidy 
and pays the carrier.  

The SCHIP literature (Appendix C) suggests that an annual premium payment option 
may prevent enrollees from becoming disenrolled due to nonpayment of a monthly 
premium (Ryan 2005). Monthly payments were perceived by some enrollees to be a burden 

                                                 
(continued) 
FHIAP, which provides a subsidy for group and nongroup private coverage. When FHIAP families were asked 
why they chose FHIAP instead of SCHIP, 16 percent cited a preference for private rather than public 
insurance coverage, and an equal number cited a desire to cover the entire family (Mitchell et al. 2005). The 
study did not directly ask if people preferred private coverage because of stigma associated with public 
coverage. 
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and were administratively costly to the program. Utahõs PCN program collects their 
òenrollment feeó annually, but discussants did not report whether this frequency helped 
enrollment.  

Enrollment Process/Eligibi lity Criteria 

Many discussants readily admitted that certain elements of the application process were 
unappealing or difficult to complete, which can deter enrollment. Discussants were acutely 
aware of the extensive assistance needed to complete applications but generally lacked 
precise information about how many applications were never completed and for what 
reasons. The literature review includes many studies that acknowledge the appeal of a simple 
and nondemeaning enrollment process, but none link this feature directly to enrollment 
outcomes.  

Invariably, discussants told us that applicants needed help completing the application 
process, even in cases where the application was characterized as òsimple.ó If the process 
had multiple steps, completion rates were especially low. A discussant referring to a program 
with multiple enrollment steps estimated that 50 percent of applicants who completed the 
initial application steps didnõt complete the last step (although this estimate may include 
applicants who were ultimately deemed ineligible). Discussants associated the need for 
enrollment assistance with comprehension difficulties (as described above) but also felt that 
applicants òdonõt read what they are given.ó  

None of the programs had the information systems necessary to assess enrollment 
barriers in the application process. Many discussants told us that they didnõt know how many 
people requested applications but failed to complete the application process. Because these 
programs easily filled their available slots, they had little incentive to investigate why some 
applications were not completed.  

Nonetheless, discussants and some of the literature did point to certain enrollment 
practices that may appeal to their target population:   

 Provide multiple access points (Internet, phone, in person). Discussants noted 
that different methods appeal to different types of applicants, some of whom 
prefer the anonymity of an online or paper application and some of whom need 
the application assistance available by phone or in person.  

 Keep the application as short and simple as possible and use òplain language.ó 

 Provide community-based enrollment counselors in minority communities 
where distrust of and miscommunication with the government and medical 
community are common (Friedsam et al. 2003). 

 Make the enrollment process a one-step process (or as few steps as possible). 
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 Coordinate with other coverage programs to make coverage of the whole 
family part of a one-step enrollment processðeven if family members are 
enrolling in different programs.  

The Alliance Family Care program is an example of a program that included many of 
these features. Alliance Family Care coordinated with other social service agencies to create a 
òNo Wrong Dooró enrollment process in 2001. After this process began, approval rates 
increased from 59 percent to 83 percent, processing time decreased, and clients reported that 
they were more satisfied with the experience (Zahn et al. 2003). Under òNo Wrong Door,ó 
patients could enroll in the Alliance Family Care program at community health centers where 
they seek services as well as at other community sites. One discussant noted that community 
health centers serve as important outreach vehicles for the program because they are trusted 
by immigrant families who would normally be reluctant to enroll because of concerns about 
immigration status (Silow-Carroll 2001). Applicants also received one-on-one assistance to 
apply for coverage for everyone in the family, regardless of payer source.  

Enrollment processes with multiple application steps are unappealing and may deter 
enrollment. For example, residents who call the DirigoChoice toll-free number cannot be 
enrolled directlyñthey must be referred to a licensed insurance seller. Applicants for 
DirigoChoice subsidies must also submit application forms to Anthem (for coverage) as well 
as to the Dirigo Health Agency (for premium subsidies). In one study, some stakeholders 
believed this was a barrier to enrollment by individuals (Lipson et al. 2007).25   

Many enrollment complexities stem from a programõs underlying eligibility 
requirements. Not surprisingly, broad, clear eligibility criteria can have tremendous appeal to 
applicants. For adults in families, being able to enroll the whole familyñboth parents and 
children as well as immigrant and citizen family membersñhas appeal. Some low-income 
families are of mixed immigration status, meaning that some family members may be eligible 
for public Medicaid/SCHIP coverage while others are ineligible. Alliance Family Care was 
open to these otherwise ineligible family members (documented or not). The program also 
offered coverage that was already familiar to these families as it resembled the Medicaid 
benefit package. Alliance Family Care successfully enrolled this sometimes hard-to-reach 
population and achieved a retention rate that exceeded 97 percent (Zahn et al. 2003).26   

                                                 
25 The same study included a survey of Maine employers (enrolled and not enrolled), and very few 

reported that this dual application was a barrier to enrollment by their workers. 

26 In contrast, many coverage programs for those with low income experience significant òchurning.ó 
Utahõs PCN, for example, found that 27 percent of enrollees left the program during July through September 
2003 (Office of Health Care Statistics 2004). 
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Stigma 

Discussants believed that welfare stigma was a real phenomenon that may deter 
enrollment. However, most felt that their program had taken steps to successfully minimize 
stigma. They identified several factors that help reduce stigma:  

 Multiple access points (paper, Internet, phone, in person). Online and mail-in 
applications are more anonymous. For one discussant, a key outreach message 
was to reassure applicants that they would not have to apply at the welfare 
office.  

 The òtrappingsó of private coverage. The program should feature an insurance 
card (that does not look like the Medicaid card), a booklet, and a òbrandó that 
doesnõt have government connotations. Housing the program in a different 
branch of government (for example, the state department of insurance) instead 
of the Medicaid agency also helped with this perception.  

 Program duration. To a minor extent, discussants felt that the longer a program 
had been in operation, the less stigma was associated with it.  

Focus groups conducted for one program found that the target population wanted 
straightforward information. If the program featured a government subsidy, then it should 
say so. One discussant speculated that preference might be somewhat unique to their state.  

In one study that examined Utahõs PCN, state officials and advocates reported that 
some individuals may not have enrolled because of stigma associated with the Medicaid 
program, particularly individuals in small communities (Office of Health Care Statistics 
2004). As a rule, however, perceived stigma and its impact on enrollment has not been 
studied in these programs.  

Program Permanence 

Only a few programs that we studied had a reputation for having a limited duration. 
Discussants in this limited sample suggested that lack of permanence did not deter 
enrollment. One discussant noted: 

People saw [the program] as a stepping stone until they got coverage through their employer. The 
impermanence definitely didnõt deter enrollment. 

In one program, stakeholders noted that the use of preventive services was very high as 
the program reached the end of its scheduled duration.  

 

 



 

 

C H A P T E R  I V  

P R E M I U M  SU B S I D I E S  F O R  W O R K E R S  
 

n estimated 20 percent of uninsured workers have an employer offer of coverage 
available to them but choose not to enroll (Table IV.1). In this chapter, we discuss 
programs that target these low-income workers by subsidizing the workerõs share of 

the group premium, often termed premium assistance programs.27 Such programs do not 
directly subsidize the employerõs share and are not explicitly intended to encourage new 
offers of employer coverage.  

Employer coverage has many features that may appeal to prospective enrollees, such as 
the convenience of making premium payments via payroll deduction, having all family 
members on the same plan, and having the same type of coverage as òeverybody else.ó But 
eligible workers often donõt enroll in their employerõs coverage because they canõt afford 
their share of the premium. By subsidizing the workerõs share of the premium, premium 
assistance programs capture the premium contribution of the employer as a valuable source 
of financing. In many cases, these initiatives can leverage Medicaid and/or SCHIP financing 
as well.  

This chapter presents findings from discussions with individuals associated with three 
premium assistance programs: Family Health Insurance Assistance Program (FHIAP) in 
Oregon,28 RIte Share in Rhode Island, and Utahõs Premium Partnership (UPP). Each 
program has unique characteristics and serves a distinct community (see Appendix B). We 
also present relevant findings from our literature review.  

                                                 
27 To increase readability, the term worker (as opposed to employee) is used in this discussion. This is 

intended to include the workerõs dependents when other family members are also eligible for subsidized 
coverage. 

28 Oregonõs FHIAP features premium subsidies for both group and nongroup coverage. We briefly 
contrast these two variations at the end of this chapter but otherwise focus on findings specific to premium 
subsidies for group coverage.  

A 
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Table IV.1. Distribution of Uninsured Workers, by Whether Their Employer Offers 
Coverage, U.S., 2001 

 Percent of All Uninsured Workers 

Employer offers; worker is eligible 20% 

Employer offers; worker is not eligible  17% 

Employer does not offer 64% 

 
Source: Garrett 2004. 
 
Note: Table excludes uninsured, self-employed workers. 
 

BACKGROUND AND ENROLLMENT EXPERIENCE  

Programs that subsidize the workerõs share of a group premium can be distinguished by 
whether they operate as (1) premium assistance programs receiving SCHIP match, (2) Health 
Insurance Premium Payment (HIPP) Programs receiving Medicaid match, or (3) solely state-
funded programs.29 Table IV.2 shows this program typology. As we discuss below, programs 
financed using SCHIP or Medicaid must comply with Centers for Medicare & Medicaid 
(CMS) rules. These rules influence the eligibility requirements and enrollment processes of 
these programs.  

Table IV.2. Programs That Feature Premium Subsidies for Workers 

Eligible for Federal Match Eligible Coverage Sample Programs 

Medicaid match (HIPP program) Most employer coverage qualifies Rhode Islandôs RIte Share 

Mixture of Medicaid/SCHIP  Most employer coverage qualifies Oregonôs FHIAP (2002ï
present) 

Other financing sources Most employer coverage qualifies Oregonôs FHIAP (prior to 
2002) 

Subsidy can only be used for specific 
coverage 

Maineôs DirigoChoice program 

 
Note: For additional information on these programs, please see Appendix B. 
 

                                                 
29 States have been operating HIPP programs since 1990. Premium assistance was included in the SCHIP 

statute in 1997. States can also use Medicaid 1115 waiver authority to request waivers from many of the federal 
Medicaid and SCHIP requirements. A CMS initiative that began in 2001 was designed to encourage the use of 
these waivers to expand coverage under premium assistance programs. The 2005 Deficit Reduction Act 
prohibits CMS from approving new §1115 waivers that use SCHIP funding to cover childless adults, although 
adult parents can continue to be covered.  
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Two unique aspects of Maineõs DirigoChoice program bear mention. First, 
DirigoChoice is a rare example of a premium assistance program that does not benefit from 
federal Medicaid or SCHIP match.30 Second, and more important, firms must choose to 
offer the DirigoChoice coverage for their low-income workers to benefit from the premium 
subsidies. In other words, premium assistance is not available for other types of employer 
coverage. This level of employer effort means that the enrollment lessons from this program 
differ from many others discussed in this chapter and, in fact, relate to the next chapter, 
which discusses attracting employer participation in coverage programs.  

To date, far fewer employers have participated in DirigoChoice than expected. 
Employer survey data for DirigoChoice suggest that most small firms opted not to enroll in 
the coverage due to the cost of the program (Lipson et al. 2007). A few nonoffering 
employers cited a lack of demand among their workforce, a topic that is explored to a greater 
extent in the next chapter. When employers do offer the coverage, workers participate at 
high rates, with about 3,400 small firm workers enrolled in early 2008 (Appendix B). 

Unique Features of Medicaid- and SCHIP-Financed Programs 

Many Medicaid- and SCHIP-financed premium subsidy programs target children, 
although adults in the family may be covered incidentally under the family policy purchased 
to cover the child.31 In several states, however, premium assistance is directly available to 
adults, and these programs are the focus of this chapter. Table IV.3 shows the recent 
enrollment levels of selected plans that are offered to adults. Altogether, about 20 states 
operate some form of Medicaid or SCHIP premium assistance program that includes 
coverage for adults, with enrollment numbers ranging from 61 individuals in the smallest 
program to more than 30,000 in the largest (Belnap and Schwartz 2007). Overall, however, 
premium assistance enrollees constitute less than 1 percent of total enrollment in Medicaid 
and SCHIP (Shirk and Ryan 2006).  

Several studies attribute low enrollment to requirements associated with receiving 
SCHIP or Medicaid matching fundsñfor example, verifying citizenship (Volpel et al. 2007). 
Depending on the type of premium assistance program a state has, there may be other 
restrictions on the design and administration of the program. Unless a waiver has been 
granted, CMS requires program designers to evaluate available benefit packages and calculate 

                                                 
30 Small-group enrollees who are dually eligible for MaineCare (the stateõs Medicaid program) and 

DirigoChoice are eligible for federal match, but the program has few dual enrollees.  

31 These programs appear to have low uptake in part because they cover only childrenñas opposed to 
whole familiesñwithin a narrow band of eligibility. Rhode Island found that premium assistance was cost-
effective much more frequently for families with incomes below 185 percent of FPL, where both parents and 
children are eligible, than for families with incomes above 185 percent of FPL, where only children are eligible. 
Similarly, Marylandõs program, which covered only children between 200 and 300 percent of FPL, enrolled 
slightly fewer than 200 children (Shirk and Ryan 2006). 



36  

IV:  Premium Subsidies for Workers   

cost-effectiveness.32 Some states have had trouble completing this cost-effectiveness 
calculation due to difficulty obtaining a description of the applicantõs employer health plan. 
Even when health plan information is available, the coverage may fail these tests, further 
curtailing the pool of workers who could benefit from such a program. Other potential 
requirements include a six-month waiting period to prevent crowd-out, a predetermined 
employer contribution, a minimum benefit package, and a ceiling on a familyõs out-of-pocket 
costs (Westpfahl, Lutzky and Hill 2003). 

Table IV.3. Sample Medicaid/SCHIP Programs That Subsidize the Workerôs Share of an  
 Employer Premium 

State 
(year initiated) 

Maximum Income 
Eligibility for 

Parents/Childless Adults 

Maximum Income 
Eligibility for  

Children 

Enrollment 
(includes enrolled 
children as well as 

adults) 

Programs with Mandatory Enrollment 

Rhode Island (2007) 185% / NA 250% 7,190 
Wisconsin (1999) 185% / NA 200% 1,691 
New Jersey (2001) 200% / NA ð 770 
Oregon (2008)  185% / 185% 185% 5,993

a
 

Idaho (2005)
b
  185% / 185% 185% 456 

Programs with Voluntary Enrollment 

Illinois (2002) 185% / NA 200% 6,005 
Nevada (2006) 200% / NA ð ð 
Utah (2006) 150% / 150% ð 570 

 
Source: Appendix B; Belnap and Schwartz 2007. 
 
Note: Programs in states such as Massachusetts, Arkansas, Oklahoma, and New Mexico are covered 

in the next chapter of this report since they also offer subsidies to employers. Programs that 
provide premium assistance to cover children only (although the worker may be covered 
incidentally) are not included. 

a
 As noted in Chapter III, another 10,700 enrollees use FHIAP to subsidize nongroup coverage. Beginning in 

2002, applicants were required to use their premium subsidy for employer coverage if such coverage was 
available to them.  

b
 In Idaho, enrollment into qualifying coverage is mandatory for parents and optional for children. 

 
NA = Not available to childless adults.  

 

 
Medicaid- and SCHIP-financed programs can be further distinguished by whether they 

are mandatory or òopt-outó programs. Mandatory programs require public coverage 
applicants to enroll in employer coverage when the coverage meets certain standards. Opt-
out programs allow the applicant to choose between direct public coverage or premium 

                                                 
32 In the programõs early years, CMS also required a minimum employer contribution of 60 percent. In 

2001, CMS relaxed this requirement, and now states must merely set a minimum contribution level for 
employers. 
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subsidies for employer coverage. For mandatory programs, states typically continue to 
provide the full range of Medicaid or SCHIP benefitsñeither through a òwraparoundó 
benefit provided by the state or by ensuring that the private coverage meets benefit and cost-
sharing standards. In opt-out programs, families may not be receiving the full 
Medicaid/SCHIP benefits package; as such, these programs must operate under a Section 
1115 waiver from the federal government.  

A few states stand out as having higher enrollment than others. About 7,000 individuals 
are enrolled in Rhode Islandõs RIte Share program, representing 3 percent of the stateõs total 
Medicaid enrollment. RIte Share attributes its higher-than-average enrollment to a number 
of design modifications. After initially experiencing low enrollment rates, Rhode Island (1) 
made it mandatory to enroll in qualifying employer coverage, when available; (2) made it 
possible for those who are eligible for RIte Share to enroll before the employerõs open 
enrollment period; (3) relaxed its criteria for qualifying employer plans; and (4) implemented 
an information system that used various state data sources to identify potential participants. 
In many states, the income eligibility range is much broader for children than for adults, 
making it more likely that children will have access to employer coverage. 

KEY FINDINGS  

To date, the majority of premium assistance programs have failed to fulfill 
policymakersõ expectations, sometimes enrolling just a few workers and dependents (Alker 
2008). Nonetheless, interest in this coverage approach remains high. Our discussants shared 
their ideas for maximizing enrollment in premium assistance programs: 

 Brokers strongly influence worker enrollment by playing many needed roles, 
including raising awareness of the program among employers and workers, 
educating applicants about insurance concepts and cost-sharing responsibilities, 
and assisting with the application process. Brokers are a òtrusted sourceó of 
information. Focusing program outreach efforts on brokers, as opposed to 
employers and workers, may be the most effective means of generating 
awareness that leads to enrollment.  

 Employers are also an important influence on worker awareness and 
enrollment. However, leveraging this influence can be difficult as not all 
employers are willing participants. Discussants also recommend minimize the 
employerõs role in program administration.  

 Applicants have difficulty understanding insurance concepts and cost-sharing 
requirements, especially those who have limited experience with commercial 
insurance. Significant resources are required to explain the program and 
complete the application process. 

 Many low-income workers who qualify for employer-sponsored insurance earn 
wages that are slightly higher than most eligibility rules allow. To increase group 
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market participation, most discussants recommended increasing income 
eligibility requirements to 200 or 300 percent of FPL. 

 Open enrollment restrictions make it difficult for workers to enroll in the 
programs. Some states have laws that require eligibility for medical assistance to 
be a qualifying event; thus, enrollment into an employer health plan can take 
place at any time. Such laws do not directly benefit eligible workers in self-
insured businesses who are exempt under the Employee Retirement Income 
Security Act (ERISA). 

 The presence or even threat of a waitlist may deter the support of brokers and 
employers, the two key groups that influence worker enrollment. However, as 
in Oregonõs FHIAP, a waitlist may motivate workers to submit their names for 
future participation. 

Discussants confirmed that they lack reliable approaches for estimating enrollment. This 
is not entirely due to a lack of familiarity with the program features that promote enrollment. 
The discussants and our review of the literature reveal that it is also due to difficulty 
estimating the size of the eligible population. This difficulty stems from the myriad 
requirements for eligibility and uncertainty about how many low-income workers qualify to 
participate in their employerõs insurance plan (Williams 2003; Westpfahl Lutzky and Hill 
2003).  

Using the framework of our logic model, we next present our detailed findings with 
respect to the program features that influence enrollment among the eligible population.  

PROGRAM AWARENESS 

Awareness of premium assistance programs is often very low among the target 
population. In part, this is due to the fact that many premium assistance and HIPP programs 
are not actively marketed. Programs that require mandatory enrollment do not typically 
conduct outreach specific to premium assistance because applicants are screened for 
eligibility as part of their general application for Medicaid or SCHIP coverage. Oregonõs 
FHIAP does not actively market when all available slots have been filled. When considering 
options for their 2002 waiver for FHIAP, Oregon recommended that states be allowed to 
limit their outreach efforts so as not to exceed the stateõs ability to provide services (Office 
for Oregon Health Plan Policy and Research 2001).  

It is more common for òopt-inó programs to conduct outreach. These efforts including 
direct mailings, television and radio advertisements, informational brochures in health care 
settings and eligibility offices, and attendance at community events.  

Discussants identified three key groups that influence enrollment of workers: 
employers, brokers, and enrollment counselors.  
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Employers play an important role in worker awareness and enrollment in these 
programs, given their responsibility for administering health insurance, selecting qualified 
plans, determining premium contributions, and providing required benefit information. To 
create program awareness among employers, several discussants recommended reaching 
employers through brokers, chambers of commerce, and business associations as opposed to 
contacting employers directly. Discussants believed that these sources had more creditability 
with employers and hence, increased the likelihood of employer participation. Nonetheless, 
several studies show that it can be difficult to secure employer cooperation. Early 
experiences in Rhode Island illustrate the difficulty they had getting employers to participate 
in the RIte Share program. In the first eight months, they only enrolled 100 businesses and 
275 individuals compared to 2,200 individuals the year after they made worker participation 
mandatory regardless of employer cooperation. One discussant stated:  

Some employers were good Samaritans who felt a responsibility to cover their folks, but for the most 
part, employers donõt want to participate because it would cost them more money.  

Utahõs program (UPP) also received pushback from employers. Discussants felt that 
employers were concerned about the impact on their insuranceõs experience rating, overall 
costs, and perceptions of unequal treatment of workers, yet they shared a belief in the value 
of an insured workforce. 

Brokers can play an important role in raising awareness among employers with whom 
they work in selecting and purchasing group coverage. Program directors described brokers 
as òcritical,ó òambassadors,ó and òour number one asset.ó After an employer has selected a 
group plan, brokers can help identify qualified workers and assist them in enrolling in the 
program.  

Program staff can take a number of steps to reach and motivate brokers, including 
offering trainings and free continuing education credits for their license renewal. They can 
also place articles in insurance broker association newsletters, target newly licensed brokers 
using lists from the state Insurance Department, keep referral lists of trained brokers, and 
pay small fees for denied applicants to compensate brokersõ time. Unfortunately, our 
discussions made clear that many brokers are not aware of these programs nor are they 
necessarily interested in promoting them. Several discussants felt that a strong, compelling 
message could be marketed to brokers, such as the additional commissions, new business, 
and increased customer loyalty associated with promoting the program. Another discussant 
noted that awareness and interest in well-designed premium assistance programs is likely to 
naturally increase over time. 

Enrollment counselors play similar roles in educating and assisting with the application 
process, but they focus on the applicant rather than the employer. At some state eligibility 
offices, enrollment counselors screen and inform applicants about premium assistance 
programs when they are determined ineligible for traditional Medicaid. They also help 
educate enrollees about how the program works. In addition, enrollment counselors work in 
the community and at hospitals and clinics to inform and enroll potential applicants. Two 
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states studied have referral mechanisms to help connect interested applicants to community 
organizations or brokers in their area to assist with the application process.  

Program staff can also target workers directly, although such efforts are not as effective 
as targeting employers and brokers. Discussants recommended two approaches to targeting 
workers: (1) partnering with community organizations and community leaders and (2) 
coordinating with other programs that serve workers. Strategies used include contacting 
individuals denied for traditional Medicaid, providing a single application for multiple 
government assistance programs, offering online applications, placing enrollment counselors 
in health care settings, and developing information systems that collect employment and 
income information. 

Our discussants did not recommend targeting workers directly through mass media 
campaigns or direct mailings. One reason to avoid mass media campaigns is the difficulty in 
creating an effective message given the complex eligibility rules. For example, Rhode Island 
conducted an early marketing campaign consisting of information sessions with insurers, 
brokers, employers, and advocates, along with radio and television advertisements. But 
despite these efforts, an evaluation revealed that some enrollees and employers were still 
confused about how the program is structured and who is eligible (Williams 2003).  

PROGRAM COMPREHENSION  

Brokers and enrollment counselors from the opt-out programs noted the significant 
amount of time spent educating employers and workers about the program as part of the 
enrollment decision. One broker stated:  

The education piece of the program is huge. There is a lot of hand-holding, and much of our time is 
spent helping people become familiar with the system.  

Brokers noted a lack of knowledge about insurance concepts and cost-sharing 
requirements, particularly among those who had limited experience with commercial 
insurance. Similarly, a study that included interviews with officials at several programs found 
that there was a general lack of understanding about health insurance among prospective 
enrollees. A large part of the enrollment process consisted of educating potential enrollees 
about the role and value of health insurance (Volpel et al. 2007).  

Program staff can help to alleviate comprehension difficulties by offering wraparound 
coverage. For example, the mandatory RIte Share program tries to provide seamless 
wraparound coverage with the traditional Medicaid program. Discussants noted that 
seamlessness was made possible because many providers in Rhode Island accepted both 
commercial and Medicaid patients, allowing them to bill Medicaid for co-payments and 
deductibles. 

Discussants also identified misunderstandings about eligibility rules and enrollment 
procedures as another common difficulty. As noted in a study of RIte Shareõs early 
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experiences, enrollees and employers were confused about how the program is structured 
and who is eligible, despite extensive outreach efforts (Williams 2003). 

The lack of comprehension among applicants about insurance concepts or program 
details may not deter enrollment if applicants have access to enrollment counselors or 
brokers. One program official felt that, because of pent-up demand and lack of access to 
commercial coverage, applicants had an incentive to work with counselors and brokers to 
better understand how premium assistance programs work.  

PROGRAM APPEAL 

Discussants agreed that access to commercial coverage for the entire family had 
significant appeal among enrollees. On the other hand, many programs are limited in their 
ability to make the enrollment process more appealing, as certain requirements, such as 
federal requirements for citizenship, must be maintained. Unfortunately, discussants did not 
have a clear sense of the impact of unappealing program features on enrollment.  

Benefit Design/Provider Network 

Discussants widely believed that commercial coverage, in particularly the provider 
networks associated with commercial coverage, is very appealing to applicants. One 
discussant believed that access to commercial health insurance was the number one feature 
attracting people to enroll. Compared to public coverage, discussants believed that employer 
coverage is preferred by low-income workers because it is òthe same coverage that 
everybody else has.ó  

Several discussants mentioned that the lowest-income workers may still not be able to 
afford their employerõs insurance even with the subsidy due to point-of-service cost-sharing 
requirements (in programs that donõt feature a wraparound). However, we found no studies 
that methodically examine whether these requirementsñtypically associated with employer-
based coverageñdeterred enrollment into premium assistance programs.  

Premium Subsidy Structure 

In most of the HIPP and premium assistance programs, states pay premium subsidies 
directly to enrollees. All states except Oregon pay participants prospectively. Additional 
administrative duties may be required of enrollees. For example, to monitor continued 
enrollment, Wisconsin requires applicants to submit monthly pay stubs. We found no studies 
that linked these processes to enrollment, nor did our discussants identify an enrollment 
impact. However, it is important to note that nonpayment of premiumsñonce enrolledñis 
often cited as the reason for disenrollment. 

Enrollment Process/Eligibility Criteria  

Several discussants recommended broadening income eligibility criteria to increase take-
up. Low-income workers who qualify for employer-sponsored insurance tend to have 



42  

IV:  Premium Subsidies for Workers   

slightly higher wages than most eligibility rules allow. To increase group market participation, 
most discussants recommended increasing the income eligibility limit to 200ð300 percent of 
the FPL. 

Discussants noted that workers, employers, and brokers were put off by crowd-out 
provisions, which require enrollees to be uninsured for a specified length of time. This is 
seen as punishment for low-income families who have òdone the right thingó and incurred 
the financial burden of enrolling in coverage. One discussant was worried that families were 
dropping coverage for the required amount of time in order to qualify for premium 
assistance. 

Discussants did not identify complex enrollment processes as a major barrier but did 
recognize that many more applications are started than finished. They also noted that 
collecting the necessary documentation can be difficult for some enrollees.  

In contrast, several studies found that complex enrollment processesñreflecting 
complex eligibility criteriañcan be a key barrier to participation by workers, and sometimes 
employers. Wisconsinõs Premium Assistance program historically had very low enrollment. 
One analysis found that almost 50,000 employer information forms, corresponding to an 
equal number of applicants, were returned to the state. From these, only 109 families were 
determined eligible and 32 families actually enrolled in the program. The low proportion of 
enrollees was attributed to a variety of reasons, including applicants who were no longer 
employed at the firm, were ineligible for the coverage, or had employer coverage that did not 
meet the stateõs requirements.33 The state subsequently made changes to its policiesñsuch as 
reducing the minimum employer contribution to 40 percent (from 60 percent)ñto increase 
take-up (Williams 2003). An early survey of disenrollees from the DirigoChoice program 
found that about one-quarter of small-firm workers cited òadministrative hasslesó as their 
reason for voluntarily leaving the program (program cost was the most common reason). 
Overall, however, a fairly small number of individuals (14 percent) disenrolled after just 
under one year of program operation (Anderson and Bowe 2006). 

According to our literature review and many of the discussants, states that devote 
significant resources to employer education, recruitment, and relationship-building have 
more success with their premium assistance programs over time (Shirk and Ryan 2006). In 
many of these programs, the employer role is minimal but cannot be eliminated completely. 
In SCHIP and Medicaid premium assistance programs, employers must provide a 
description of coverage to ascertain benefit adequacy. But a 2003 study noted that employers 
failed to respond to requests for information about 25 percent of the time (Williams 2003). 
ERISA (see sidebar) precludes states from requiring employers to share health plan 
information; however, good working relationships with employers can encourage voluntary 
compliance with this step. 

                                                 
33 One study suggested that policies designed to enroll residents into public coverage quickly and easily 

may make employers less forthcoming about the details of their own coverage. Such policies may therefore 
reduce the potential reach of premium assistance (Neuschler and Curtis 2003).  
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Rhode Islandõs RIte Share program is an example of a program that minimized the 
employerõs role and afterwards experienced an increase in take-up. At inception, Rhode 
Island paid the enrolleeõs premium directly to his or her employer, who then paid the 
premium to the health plan. While this process minimized cash-flow issues for the worker, 
employers perceived it as administratively challenging. In late 2001, the state began to 
reimburse workers directly for the familyõs share of the coverage costs, taking the burden off 
the employer. As a result, employer participation increased dramatically. Between January 
and June 2002, enrollment jumped from 275 to more than 2,000 (Shirk and Ryan 2006). The 
state also created new information systems to track employer health plan information, 
minimizing the need to collect such information from employers.34 Oregonõs FHIAP 
circumvents this issue by requiring applicants to obtain health plan information from their 
employers and submit this information as part of the program application. By law, employers 
must respond to requests for information that come from workers (Williams 2003). 

Illinoisõs premium assistance approach allows it to avoid several administratively 
complex requirements. This program allows participating parents and children to move 
freely between the premium assistance and direct public coverage programs. This design 
obviated the costly administrative tasks of setting minimum standards for employer-based 
insurance, auditing employer health plans to ensure that they meet those standards, and 
providing wraparound coverage for services not covered under the employer plan. The 
result, however, is only minimal enrollment in the premium assistance program. 

Brokers and enrollment counselors play a vital role in assisting workers with the 
application process. As discussed previously, such assistance is critical to overcoming the 
difficulty that applicants have in understanding the application materials, the enrollment 
process, and the program structure. In Rhode Island, òresource counselorsó are contracted 
by the state to serve in emergency rooms and other provider sites to inform and assist 
eligible uninsured patients.  

                                                 
34 At the same time, the state made enrollment in employer coverage mandatory for those who are 

eligible, although overall enrollment in public coverage remained voluntary.  

Employee Retirement Income Security Act of 1974  
 
Known as ERISA, this legislation was enacted to protect the interests of participants in employee 

benefit plans, primarily with respect to pension plan benefits. This federal law preempts all state laws that 
relate to any employee benefit plan. As such, employers are protected from direct state requirements 
regarding their health benefit plans. States may still pass laws that affect employee benefit plans indirectly, 
such as via insurance industry regulation; however, there is a significant limitation associated with this 
practice. Known as the òdeemer clause,ó this ERISA clause specifies that state insurance law does not 
apply to employer self-funded benefit plans. 
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Discussants also noted that restrictive enrollment periods can limit enrollment. Almost 
all employer coverage programs feature annual open enrollment periods. Except for certain 
qualifying events (such as the birth of a child), workers cannot generally enroll at other times 
of year. Some states have enacted laws that make eligibility for Medicaid or SCHIP a 
qualifying event so that eligible workers and their dependents can enroll outside the annual 
open enrollment period. One state official identified this as one of the most important 
features that has helped increase enrollment in the program. As of July 2007, Utah has made 
eligibility for medical assistance a qualifying event. Discussants were optimistic that this, 
along with several other recent changes, would boost enrollment. However, this strategy 
does not aid workers whose employers are self-insured and hence exempt under ERISA 
(Shirk and Ryan 2006). 

Requiring an in-person visit to the state benefits office is unappealing to many workers. 
Instead, discussants told us it was preferable to have multiple avenues for enrollment, 
including online applications, clinic enrollment sites, and applications that screen eligibility 
for multiple state benefit programs. 

Stigma 

Our premium assistance discussants did not identify stigma as an enrollment deterrent. 
The use of commercial coverage helps counteract negative perceptions about these 
programs, especially among former enrollees in traditional Medicaid. Some programs have 
income guidelines that are more generous than traditional Medicaid guidelines for adults, 
which helps disassociate the program from Medicaid. An early survey of disenrollees from 
the DirigoChoice program found that fewer than 10 percent listed òdonõt like public/social 
programsó as the reason for disenrollment (Anderson and Bowe 2006). 

Program Permanence 

Discussants told us that the presence or even threat of a waitlist may deter the support 
of brokers and employersñtwo key groups that influence the enrollment of workers. At 
least one discussant noted that the longer a program is in existence, the greater its acceptance 
among brokers and employers. Discussants also noted that program permanence is less of a 
concern for workers. In fact, as in the case of Oregonõs FHIAP, a waitlist may motivate 
workers to submit their name for future participation. 

Premium Assistance for Nongroup vs. Group Coverage 

The experience of the Oregon FHIAP suggests that premium assistance for commercial 
nongroup coverage may be more attractive than premium assistance for employer coverage. 
Before 2002, Oregon permitted individuals to choose whether to apply their subsidy to 
nongroup or group coverage. In 2002, as part of Oregonõs CMS waiver, enrollment in 
qualifying employer coverage became mandatory. As Table IV.4 shows, the share of 
employer enrollment more than doubled. The 2003 enrollment numbers suggest that more 
than 20 percent of enrollees had access to employer group coverage but opted for nongroup.  
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Table IV.4. FHIAP Enrollment Over Time, by Enrollee Type 

 Percent Distribution by Type of Coverage 

Year Nongroup
a
   Group 

2000 (pre-2002 waiver) 82  18 

2003 (post-2002 waiver) 58*  42 

2008
 
(latest enrollment)

 
 64*  36* 

Source: Appendix B.  

a
Includes sole proprietors. 

*Enrollment capped. 

 

 





 

 

C H A P T E R  V  

P R E M I U M  SU B S I D I E S  F O R   
E M P L O Y E R S  A N D  W O R K E R S   

 

t is well established that the vast majority of the uninsured are either workers or 
members of a family with a worker. Yet most uninsured workers do not have access to 
an employer offer of coverage and cannot benefit from the premium assistance 

programs described in the previous chapter. In response, many states and communities have 
developed programs designed to increase the prevalence of employer offers of coverage, 
generally by offering an employer premium subsidy in conjunction with premium subsidies 
for workers. Such programs are generally, but not always, restricted to nonoffering 
employers. 

We held discussions with six such programs: ARHealthNetworks in Arkansas, Brooklyn 
Healthworks in New York, Health Choice in Michigan, InsureMontana, the employer plan in 
the Insure Oklahoma program, and the recently closed SacAdvantage program in 
Sacramento County, California. Each of these programs has many unique characteristics (see 
Appendix B) and our discussantsõ views yield important insights with respect to the specific 
strategies that help enroll this hard-to-reach population.  

As our discussants and selected other case studies reveal, the complexities of crafting a 
subsidized coverage program are amplified when an employer subsidy is introduced. In 
addition to the design decisions needed to attract workers, such programs need to also 
attract employers, and in some cases, brokers. Extensive and differently targeted outreach 
must be conducted. Compared to other coverage approaches, program designs are more 
complex. For example, employer eligibility criteria must be established, as well as minimum 
standards for employer premium contributions and employee participation. 

PROGRAM BACKGROUND  

Compared to programs that target individuals directly, programs that target small, 
nonoffering employers find it difficult to realize significant enrollment. Researcher Beth 
Kilbreth contrasted the experience of four programs featuring both individual and employer 
coverage options and found that  

I 
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the experience of all four programs makes clear that in voluntary enrollment initiatives, response is much 
greater from individuals and families than from small businesses. While substantial discounts attract 
some small business participation, the take-up is relatively modest in relation to the number of small 
businesses without health benefit plans (Kilbreth 2006). 

Similarly, Jaxcare, Small Business Health Insurance (NY) and SacAdvantage programs 
all featured substantial subsidies yet experienced much lower than expected enrollment for 
several years.35 Several researchers have suggested that even large premium subsidies do not 
result in a significant increase in employer offers of health coverage (Hadley and Reschovsky 
2002; Kronick and Olsen 2006). Some studies suggest that not only cost but a lack of worker 
demand is an important factor in employersõ decision not to offer coverage (McLaughlin and 
Zellers 1992). Kronick and Olsen (2006) suggest one reason for low demandñthe fact that 
uninsured workers, while numerous, are not concentrated in great numbers in individual 
nonoffering firms. In other words, a given nonoffering firm may have just one uninsured 
worker, along with several workers with coverage from sources outside the firm, such as a 
spouse.  

Many discussants and at least one study concluded that there is a core set of 
nonoffering employers that will not offer coverage regardless of the subsidy that 
accompanies it (Belloff and Fox 2006). Employer surveys suggest that 10 to 30 percent of 
nonoffering small employers would not voluntarily participate in subsidized coverage 
programs like those described in this chapter (Seninger 2006).  

Nonetheless, a large number of nonoffering employers may be willing to participate in a 
subsidized coverage program if the program is structured correctly. Neuschler and Curtis 
looked at the experience of three programs (FOCUS, Access Health, and HealthChoice) and 
speculated that  

many small employers with mostly low-wage workers will offer health insurance if they feel the amount 
they must contribute is affordable and predictable and will remain so over time, if their contribution 
reduces the costs their workers face, if their workers can afford what they are asked to contribute, and if 
the coverage source is reliable and sustainable and minimizes the employerõs administrative burden 
(Neuschler and Curtis 2003). 

Table V.1 contains recent enrollment experience for some sample programs. The table 
also highlights the very small size of the typical firm that chooses to enroll.  

                                                 
35 Low levels of enrollment in subsidized coverage programs targeting small employers have been 

observed over a substantial period of time. In the late 1980s, the Robert Wood Johnson Foundation sponsored 
10 projects that either developed new insurance products or subsidized existing products under their Health 
Care for the Uninsured Program. Despite premium reductions averaging between 25 and 50 percent, most 
programs never reached even 10 percent of their target market. The reluctance of small employers to 
participate was attributed mainly to fears of increased labor costs and the administrative burden associated with 
a benefit for a small number of workers (Helms et al. 1992).   
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Table V.1. Sample Programs That Feature Premium Subsidies for Employers and 
Workers 

Program Firm Eligibility Criteria 
Worker Eligibility  

Criteria 

Enrollment of 
Small Group 

Workers
a
 

Average Firm 
Size of Enrolled 

Firms 

Access Health 
Muskegon County, MI 

Nonoffering, businesses with a 
median wage of less than 
$11.50 per hour 

Uninsured and ineligible 
for public programs 

1,100 Most have fewer 
than six 
employees 

ARHealthNetworks  
Arkansas 

Nonoffering, 2-500 employees, 
at least 1 employee qualifies for 
premium subsidies 

All workers can enroll 
but only those < 200% 
of FPL are eligible for 
premium subsidies 

4,700 Most have fewer 
than six 
employees 

Brooklyn HealthWorks 
Brooklyn, NY 

Nonoffering, 2-50 employees, 
30% of whom earn no more 
than $38,000 

All workers in eligible 
firms can enroll  

1,500 Most have fewer 
than six 
employees 

FOCUS  
San Diego, CA 

Nonoffering, 2-50 employees Uninsured workers with 
income < 300% of FPL 

1,700
b
 ñVery smallò 

HealthChoice  
Wayne County, MI 

Nonoffering, 50% of qualified 
employees earn less than 
$14.50 per hour, at least 2 
employees qualify for subsidies 

All workers employed  
> 20 hours a week and 
ineligible for other public 
coverage 

4,450 òVery smallò 

Healthy New York  
New York State 

Nonoffering, 2-50 employees, 
30% of whom earn no more 
than $36,500; half of eligible 
employees must enroll 

All workers in eligible 
firms can enroll 

43,500 75% have fewer 
than six 
employees 

Insure Montana 
(Purchasing Pool 
Program)

c
 

Montana 

Nonoffering, 2-9 employees, all 
employees earn less than 
$75,000 (excludes owner) 

Full-time employees 
unless employer 
extends coverage to all 
employees working 20-
30 hours per week 

4,000
b
 ñVery smallò 

Insure Oklahoma 
Oklahoma 

2-50 employees Income < 200% FPL 
and not enrolled in other 
public coverage 

8,760 Most have 3-4 
employees 

JaxCare  
Duval County, FL 

At least 3 employees Uninsured county 
residents with income  
< 200% of FPL 

1,380 Unknown 

MassHealth Family 
Assistance/Insurance 
Partnership

d
  

Massachusetts 

1-50 full time employees;  
contributes 50% to premiums, 
and provides insurance benefits 
approved by MassHealth 

Children or adults with 
household incomes  
< 300% of FPL 

20,000 88% have fewer 
than six 
employees 

SacAdvantage 
Sacramento County, 
California 

Nonoffering, 2-50 employees  Uninsured for last 3 
months and with income 
< 300% FPL 

666 Unknown 

State Coverage 
Insurance 
New Mexico  

Nonoffering, 1-50 employees Uninsured with income  
< 200% of FPL 

9,200
b
 9 employees 

Source: Appendix B 
a Some programs permit other populations, such as individuals without access to employer coverage, to enroll. Only enrollment 

through participating firms is reported in this table. JaxCare, FOCUS and SacAdvantage are no longer operating.  
b Enrollment is/was capped. 
c Insure Montana also offers a tax credit to offering small employers who are struggling with their premium payments. We do not 

include this program component in our discussion, as there is no subsidy to employees. 
d Massachusetts operates two programs. The Insurance Partnership provides premium subsidies to employers for their low-

income workers. The Family Assistance program provides premium subsidies to low-income workers.  
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Sole Proprietors Are a Special Case  

Subsidized coverage programs that target small firms vary in their treatment of sole 
proprietors (self-employed firm owners with no employees). Many exclude sole proprietors 
from their subsidized coverage programs due to fears of adverse selection. Others include 
them but may limit their enrollment to annual periods of open enrollment. Some studies 
suggest that sole proprietors often participate in subsidized coverage initiatives at high rates 
(Mitchell 2002; Taylor and Forland 2003). This population typically suffers from high rates 
of uninsurance and may have a strong desire for coverage.36 As such, it may be easier to 
attract the participation of sole-proprietors in subsidized coverage initiatives than is indicated 
by the responses of small firms more generally. In the discussion that follows, the findings 
with respect to the program features that attract small firm participation apply to groups of 
two or more workers.  

Table V.2. Distribution of Enrollment by Enrollee Type 

 Percent Distribution by Type of Enrollee 

Program Name Individual  Sole Proprietor Small Business 

DirigoChoice in Maine
a 

38
b
 26 35 

Massachusetts Family 
Assistance

c
  

n.a. 66 34 

Healthy New York 59 19 22 

 
Source: Appendix B. 
 
a 
While the DirigoChoice program does not provide employer premium subsidies, we include this program 
because the division of enrollment by enrollee type is so similar to other programs.

 

b 
Program has a waiting list. 

c 
These 2001 figures for Massachusetts are based on the distribution of employers not individuals. 

n.a = not applicable. 

KEY FINDINGS  

The study participants provided a rich body of information regarding the key strategies 
that successfully enroll small firms and their workers. Their most important observations 
were: 

 Affordability is critical but not sufficient to enroll small employers. 

                                                 
36 In most states, sole proprietors purchase coverage in the nongroup market. A few states, including New 

York, Massachusetts and Maine, allow sole proprietors to purchase coverage in the small group market.   In 
2007, Massachusetts combined their small group and nongroup health insurance markets as part of a larger set 
of health reform measures, including an individual mandate.   
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 Outreach to the employer, not the employee, is critical.  

 Brokers are critical for reaching and enrolling small employers. They play a key 
role in every step of the enrollment process--creating awareness, 
comprehension and appeal.  

 Programs need to actively partner with brokers in order to secure their 
participation. Programs should use a compelling message (emphasizing the 
program as an opportunity for brokers to serve their community, earn extra 
commissions, and establish a client relationship that may lead to the sale of 
other insurance products) and provide training and support. 

 Programs should supplement broker involvement with a combination of other, 
effective outreach methods (using a single method is insufficient) and tailored 
the outreach to the local community. Outreach methods deemed effective by 
our discussants include grassroots outreach approaches, maintaining an 
Internet presence (as many small business owners searching online for 
insurance), visible support from a politician (creates awareness and lends 
credibility), and direct mailings. 

 Local media can raise awareness about the program, but to create enrollment it 
must be combined with other outreach methods. Mass media was not generally 
considered important for creating awareness that results in enrollment. 

 Word-of-mouth is an extremely important mechanism by which firm owners 
hear about the program and ultimately enroll. Programs can facilitate word-of-
mouth recommendations by offering a cash incentive for referrals and by 
managing public expectations about the program. 

 A strong, well-regarded provider network was noted as an important factor in 
employersõ decisions to enroll in the program. Firm owners prefer benefits that 
look like òreal insuranceó and donõt feature excessively high deductibles.  

 Determining eligibility for the program at the firm level and not the employee 
level so that all employees can participate.  

 Application assistance and other services are crucial to getting firms enrolled 
and keeping them enrolled. Brokers, program representatives, and marketing 
representatives do a lot of "hand-holding" and give a lot of personal attention 
to small business owners, as they do not have HR staff or the time to perform 
these functions themselves.  

 Simplicity of the enrollment process (application and eligibility requirements) 
can be a deciding factor in terms of whether or not a small business will enroll.  
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Using the framework of our logic model, we present our detailed findings below.  

PROGRAM AWARENESS 

Our discussants emphasized that in order to generate awareness that leads to enrollment 
targeting employers, not employees, is key. Employers should be reached using a 
combination of outreach methods in order to generate awareness that leads to enrollment. 
Effective outreach methods to employers include: using brokers to advertise and sell the 
program, facilitating word-of-mouth advertising, grassroots outreach efforts37, getting a 
recognized politician to promote the program, direct mailings to eligible businesses, and an 
informative and easy-to-understand website. In each case, these approaches need to be 
tailored to the local community. Supplementing these methods with paid or free local media 
can help boost awareness about the program, but rarely compels people to enroll when used 
on its own.  

Overwhelmingly, our discussants emphasized the importance of brokers in creating 
program awareness, specifically awareness that resulted in enrollment. Brokers are critical 
because they are skilled at reaching and selling insurance to small business owners. Three of 
our study programs did not initially reach out to brokers and saw low enrollment. When the 
brokers came on board, enrollment increased rapidly in all three programs- so much so that 
in two of the programs, subsidy funding was depleted. Not only do brokers know how to 
reach small business owners who might not yet be seeking insurance, but they are a source 
that employers turn to when searching for insurance. Many brokers did their own marketing 
by inviting small business owners to a presentation at a local chamber of commerce or other 
community organization, which allowed business owners to ask questions. Other brokers 
reach out to and meet one-on-one with small business owners whom they may already have 
as clients for other types of insurance. 

Because brokers can facilitate the entire enrollment process, the awareness that they 
generate is likely to lead to enrollment. Brokers increase comprehension of all aspects of the 
program by explaining the benefit design, provider network, enrollment process, and subsidy 
structure to employees and by giving them the opportunity to ask questions. For these 
reasons, niche brokersñthose who deal exclusively with a certain ethnic populationñare 
particularly effective at reaching and enrolling small business owners who are otherwise hard 
to reach. These business owners often do not speak English and are unfamiliar with 
insurance concepts. Niche brokers can reach out to these business owners, explain insurance 
to them in a way that they can understand culturally, and also fill out applications for them, 
minimizing language barriers. In one program, over half of program enrollment came from 
niche brokers serving the Russian community. 

                                                 
37 òGrassrootsó outreach approaches include working with local, trusted community organizations (such 

as chambers of commerce, associations, churches, and other organizations that have a presence in the 
community) to spread the word about the program, for example by inviting small business owners to attend 
local meetings and presentations to learn more about the program. 
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While not typically suggested by our discussants, it does appear that other entities can 
successfully take on the functions typically preformed by brokers. The one program that did 
not use brokers (as the program is not true insurance but instead contracts with providers 
for services) used marketing representatives from each of the participating providers instead. 
These representatives performed similar functions and services and generated about half of 
the programõs monthly enrollment of small firms. In other programs, program staff took on 
some of these functions to alleviate burden on the brokers and improve customer service.  

Discussants emphasized that outreach approaches for creating awareness that leads to 
enrollment should be tailored to the community. As an example, in California, a program 
that has a large Arabic population worked with the Arabic Chamber of Commerce to get the 
word out about the program. As a result, a large proportion of this programõs enrollees are 
Arabic small business owners. Another program hired a private firm to conduct focus group 
research to figure out what type of message would be appealing to that particular 
community, and began using that message in its outreach.38 The program felt that the 
tailoring of its outreach message to the community through focus group research greatly 
enhanced enrollment, and that they should have done it sooner. 

Discussants emphasized that successful outreach to small employers uses a combination 
of methods. Employers need the reinforcement of hearing about the program from multiple 
sources and it makes the job of the broker easier. Discussants suggested combining the use 
of brokers with word-of-mouth advertising, political endorsements, grassroots outreach 
efforts, and a website that is informative and easy to understand.  

Discussants agreed that word-of-mouth advertising (that is, enrollees telling their fellow 
business owners about the program) is effective in creating awareness that leads to 
enrollment. The person referring by word-of-mouth is usually a trusted source, increasing 
the credibility of the endorsement. Programs are limited in their ability to spur word of 
mouth advertising. One program offers a cash incentive to businesses that refer others, and 
approximately one-third of the programõs monthly enrollment comes from these referrals. 
Two other programs are considering implementing this incentive, while other programs 
encourage enrollees to voluntarily spread the word to other business owners in an attempt to 
spur word-of mouth advertising. Programs can also prevent negative messages about the 
program from spreading by word-of-mouth by properly managing public expectations. One 
program was advised by its brokers not to launch a mass media campaign as part of the roll 
out. The brokers reasoned that an untested program might not meet the expectations created 
by the large media campaign and the resulting distrust of the program would make it difficult 
to enroll eligible firms.  

 

                                                 
38 Interestingly, the effective message for this community involved some straightforward discussion of the 

government subsidies available for coverage. Feedback from other discussants suggests this is not always the 
best message to emphasize.  
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Obtaining the endorsement of a politician (governor, insurance commissioner, county 
executive, etcetera) was found to be extremely beneficial in creating awareness that leads to 
enrollment. Not only did the politician's promotion increase awareness of the program, but 
as a trusted source, it also lent credibility to the program, which compelled people to enroll.  

Grassroots outreach was found by all discussants to have a greater impact on awareness 
that leads to enrollment compared with paid mass media. Grassroots outreach involves 
working with local, trusted community organizations (such as chambers of commerce, 
associations, churches, and other organizations that have a presence in the community) to 
spread the word about the program, for example by inviting small business owners to attend 
local meetings and presentations to learn more about the program. Programs often used 
listservs from chambers of commerce or ads on local radio stations or newspapers to invite 
business owners out to these meetings.  

Half of our programs noted that they get significant enrollment from people who found 
out about the program from an internet search, therefore it is important to have a program 
website that is informative and easy to understand. One program also created website 
banners advertising the program (with a link to the program website) that chambers of 
commerce or other organizations could add to their websites.  

All six programs used direct mailings to eligible businesses to let them know about the 
program and that they are eligible. Of these, five noted that this method was very effective at 
increasing awareness that led people to call to find out more about the program. The 
remaining program did not see much effect, speculating that small business owners will not 
read the letter, throwing it out as junk mail. 

Free mediañthat is, getting reporters interested in the program so they will write a story 
about itñwas found to be one of the most cost-effective methods of marketing. However, it 
can be risky because the program cannot control how it will be portrayed. For a program 
that does not have a marketing budget, these articles (if they portray the program positively) 
can be as effective, or more effective, than paid media, as they are seen as more objective 
than paid advertising and lend credibility to the program. Other cost-effective methods 
include encouraging word-of-mouth advertising, having an informative, easy-to-understand 
website, and e-newsletters.  

Discussants agreed that paid local media, including newspaper and radio advertising, 
was less effective compared with word-of-mouth advertising or grassroots outreach. 
However, programs also noted that local media can boost awareness and can be effective in 
increasing enrollment when used in combination with other outreach methods. When used 
in combination with other methods, three programs noted enrollment spiked after starting a 
radio campaign. Insure Oklahoma experienced an 81 percent increase in enrollment after the 
launch of a major media campaign (Oklahoma Healthcare Authority 2008).  

In contrast to local media, mass media was generally not used by our study programs. 
Our literature review generally supports these observations. One program (the Arizona 
Health Care Group) found that targeting small employers using a major direct marketing 
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campaign that included television and other media advertising was not very successful. They 
concluded that small businesses purchase insurance almost exclusively through brokers 
(Silow-Carroll et al. 2001). Volpel and colleagues also encountered a program that termed 
mass media not a good investment (Volpel et al. 2007).  

The one program did conduct a successful ($1 million) media campaign but did not rely 
solely on conventional advertising methods. Instead, it used a well-known and trusted news 
reporter to feature news stories about the program and to feed information about the 
program to other reporters. The marketing campaign also featured radio and TV 
infomercials, but one program discussant said that repetition of these ads was required in 
order to have success, noting òyou have to pound in the message about health care (seven 
times) before they pay attention.ó Program discussants noted that the campaign had a strong 
effect on awareness that led to enrollment, as their call centers receive a much higher volume 
of calls when advertisements are run or the campaign has more activity, and enrollment in 
the program increased 81 percent once the campaign began. However, the program has 
learned to prepare their call centers in advance to make sure they have enough staff and 
resources on hand. Initially, they were not prepared and didnõt have enough staff, phone 
lines, or fax machines and many callers were receiving busy signals.  

Outreach should feature a compelling and quickly assimilated message. Our discussants 
recommended the following messages: (1) the coverage is affordable (2) make the program 
sound as commercial as possible (avoid sounding like a government program), and (3) 
emphasize the name of the program and (4) the phone number to call for more information. 
Within these general guidelines, it is important to tailor the message to the local community. 
For example, in Oklahoma, focus groups showed that people prefer a direct message about 
the program compared with a creative one. As an example, program information is 
straightforward about the source and size of subsidy component of the program. Brokers 
reported that òscare tacticsó can be effective messages; reminding business owners that if 
they donõt have insurance and incurred some large medical costs they could find themselves 
in a lot of debt, as well as emphasizing the affordability and value of the program (that it was 
a good deal for the business owner).  

While less common, some programs do target their outreach to workers. An extensive 
media campaign in Massachusetts is believed to have accelerated the participation of 
employers in the Insurance Partnership program.39  The campaign was conducted in both 
English and Spanish, and targeted workers rather than employers (Mitchell and Osber 2002). 
The authors observe that six months after the campaign was launched, firm participation had 
increased eightfold (to 1,311 firms). Fifteen months later, enrollment had nearly tripled 
again, to 3,500 firms.  

                                                 
39 The Insurance Partnership program is the component of the Family Assistance program that subsidizes 

employers (see Appendix B). As Table V.2 reports, two-thirds of firm participants are sole-proprietors.  
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Discussants generally found that workers will usually sign up for subsidized coverage 
programs offered by their employer, as this type of coverage is usually very attractive to 
them. One program frequently gets calls from workers asking how they can get their 
employer to sign up for the program. This program leverages this employee interest by 
allowing them to send their employer an anonymous email asking them to enroll in the 
program through the program website.  

Employer-based health insurance is not universally attractive to employees, however. 
Several programs were familiar with firm owners who said their employees preferred an 
equivalent raise instead of the health insurance. For example, in the Insure Oklahoma 
program discussants were familiar with employees who said that they would rather have an 
extra $40 in their pocket rather than the coverage.  

PROGRAM COMPREHENSION  

Many discussants noted that comprehension of the program, including understanding 
the enrollment process, benefit design, cost to enroll, and eligibility criteria are important to 
enrollment. Comprehension of the application and enrollment process was most commonly 
noted as important. Even programs that had greatly simplified their design features 
emphasized that it was still necessary to explain things to small business owners and provide 
enrollment assistance. As one broker noted:  

I just canõt imagine the employer getting the application package and filling it out themselves, even 
though there are instructions. They donõt want to do it or donõt understand it. 

Brokers play a key role in helping potential employers and employees understand the 
benefit design, eligibility requirements, provider network, and subsidy structure of the 
program. Discussants described this broker role as critical and strongly linked this activity to 
increased enrollment, although noting that in some cases, program staff can also play this 
insurance counseling role. In the words of one broker on his role in the enrollment process:  

Once they decide to enroll in [the subsidized coverage], I sit down one-on-one with groups. I prearrange a 
meeting with the business ownerñthis is very important. Iõll sit with the employees and their spouses 
and weõll discuss the coverage. They each get a brochure describing the coverage, benefits, and rules of the 
plan. They address questions to me. Itõs critical for me to explain what they have. I highlight the benefit 
package that theyõll receive from the employer and really explain the coverage. They go away very happy. 
If not, they have my card to call me and Iõll answer their questions.  

To perform this role, brokers themselves must be able to understand the application 
process and program. Holding information presentations for brokers and aligning the 
application as closely as possible with the standard small group application with which 
brokers are familiar, are vital in this regard. In some states, brokers receive continuing 
education credits for attending these training sessions. One program initially started off with 
an application process similar to Medicaid, but the brokers were not familiar with it and did 
not understand it, so they did not want to enroll people in the program. Switching to a 
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standard form with which brokers were familiar increased their willingness to sell the plan 
and increased enrollment. 

Discussants recommended making the application and enrollment process as simple as 
possible, even if this means eliminating things like checking for Medicaid Eligibility or 
eliminating pages of medical history. For programs that target small employers, it seems 
especially true that a complex application will deter enrollment. Discussants speculated that 
this was due in part to unwillingness of employers to take on a new administrative burden 
but other factors may be at work. Program designers are not widely aware of the exact 
reading level of target population. Nonetheless, about half of the programs made sure 
reading materials were at a 6th grade level and eliminated or minimized legal jargon so- that 
materials were written in òplain English.ó Discussants from several programs believed this 
increased understanding of the program materials. 

Similarly, some discussants recommended simplifying the underlying eligibility features 
of the program, and another noted that making the subsidy structure simple promotes 
enrollment. Two programs simplified their benefit design by offering fewer choices, which 
increased enrollment. Finally, Insure Oklahoma program noted that using a program name 
that is easy to remember and accurately conveys what the program is about is important to 
enrollment. The program was formerly called O-EPIC and focus group research found that 
no one recognized or understood the O-EPIC name, which prompted the name change.  

About half of the programs studied decided not to make materials available in languages 
other than English. In some cases, this was due to the fact that program designers believed 
there was not a significant non-English speaking population among the eligible population. 
One program that did translate materials into other languages said that this was not nearly as 
effective as explaining the benefit structure, subsidy structure, and program to the small 
business owners in-person, in their own language and in cultural terms that they could 
understand. Several program emphasized that niche brokers can be especially affective in 
increasing comprehension among the ethnic populations they work with.  

PROGRAM APPEAL 

In general, employer-based coverage was noted as attractive to employees because it is 
commercial coverage that is the same as what their co-workers have. However, discussants 
agreed that it is important for the benefit design to be attractive to the firm owner in order 
to secure firm participation in the program. In fact, almost all aspects of the program 
(eligibility criteria, enrollment process, provider networks, etcetera) had to appeal to firm 
owners in order garner participation.  

Benefit Design/Provider Network 

Discussants from all programs agreed that the programõs benefit design influences 
enrollment. As one broker said, òIt is important for the benefits to be as strong as possible.ó 
Two broker discussants said, respectively, that a $1000 or a $1500 deductible was critical to 
enrollment, as is a design that does not include huge co-payments for hospital or doctor 
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visits. One program that initially included very large hospital co-pays found that this was a 
big deterrent to enrollment (BHW). When hospital co-pays were reduced, the program saw 
increased enrollment. As one discussant said:  

Co-pays [must not be] extravagantñsomeone with insurance does not want a $100 co-pay in the 
benefit structure. If someone gets sick, [he or she] can afford to go to the doctor and pay the co-pay.  

In addition, offering at least some first-dollar coverage for preventative services or 
office visits (such as two free office visits per year) is also a draw. Several programs 
mentioned that adding vision, dental, and prescription drug coverage (which many programs 
added via riders) was a less expensive alternative to incorporating these benefits into the 
benefit plan. Such riders often were what sold the plan to a smaller employer. One program, 
which does not exclude pre-existing conditions from coverage under the plan, noted that 
this was a big reason why small employers enroll; in other commercial plans, these 
conditions would either be excluded or the coverage very expensive as a result. Other 
features were noted as attractive to enrollees, but were not necessarily critical to enrollment. 
For example, not requiring a referral to see a specialist was noted as very attractive to the 
small business owner, for whom taking the time to see a primary care physician first means a 
loss of work time during the day.  

While comprehensive coverage has great appeal to this population, it is important to 
note that Arkansasõs ARHealthNetworks program features a fairly limited benefit has 
nonetheless enrolled a significant number of small firms. Similarly, another program 
excluded chiropractic services, substance abuse services, and mental health services from 
coverage, but discussants agreed that they were able to sell around these exclusions such that 
they did not negatively deter enrollment. 

Five of the six programs noted that having a strong, far-reaching provider network that 
is highly regarded in the target community is either critical or helpful to enrollment. Four of 
these programs noted that their provider network fulfilled these criteria and had therefore 
increased enrollment, while the other program, which had a smaller network, noted that it 
would like to increase the number of participating providers in order increase enrollment. 
Brooklyn Healthworks, which started with a small provider network, switched to a larger, 
well-recognized network and saw enrollment soar. Using a recognized commercial carrier is 
attractive not only because people are confident that they can find a provider they like, but 
also because it reduces stigma. In contrast, one program, which featured a more limited 
provider network, said that its limited network was not a deterrent to enrollment, in 
particular because the providers included in the plan are easy to access in terms of not 
having to wait to receive services and people are mainly concerned that they will be able to 
access services in their town or hospital.  

Enrollment Process/Eligibility Criteria  

All programs mentioned that the services that either program representatives or brokers 
provide to small business owners are crucial to getting them enrolled and keeping them 
enrolled.  
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Brokers increase the appeal of the enrollment process by facilitating enrollment. 
Brokers, program representatives, and marketing representatives do a lot of hand-holding 
and give a lot of personal attention to small business owners, including traveling to the 
business location, helping employees fill out their applications, filling out and submitting the 
application for the small business owner, answering questions, and acting as an advocate for 
the employer to the insurance company. Five of the 6 programs felt this customer service 
provided by brokers, marketing representatives, or the program staff was one of the main 
things that promotes and maintains enrollment, as these services are not typical of large 
insurance companies. 

Since small businesses rarely have any HR staff, this function is critical to small business 
owners who donõt have the time or inclination to perform these functions themselves. A 
common response from brokers was: 

I enroll new groups because I do everything for them. Every month I talk to them, submit their invoices, 
etc. We really hold the workerõs hand, especially with the online application. 

Enrolling through a broker also increases the appeal of the program by reducing stigma 
related to the enrollment process, as business owners are enrolling in the program through a 
private entity rather than a government welfare office. Brokers also increase the appeal of 
the plan itself by really selling and conveying enthusiasm about the strengths of the plan, 
while also presenting any limitations of the plan in a straightforward way. As one broker 
noted:  

Small employers have no idea what theyõre buying and have to be convinced to buy the program to begin 
with. That takes a personal sales relationship through brokers to make that happen.  

Finally, many small business owners who are eligible for subsidized coverage believe 
that they are not, and the broker can dispel this myth. 

Eligibility criteria can affect enrollment both by dictating the overall size of the eligible 
population and by affecting the appeal of the program. Programs noted the key eligibility 
feature that increases enrollment is to determine eligibility at the firm level rather than the 
employee level. This is because in the small employer market, getting health insurance is a 
group decision, and the employers want a health plan that all of their employees are eligible 
for. As one broker noted:  

[A] lot of [nonoffering] employers have three or four employees, and they say, òLetõs get some health 
insurance.ó And they are looking at this and saying, òBut the receptionist canõt participate because she 
was previously on Medicaid.ó Then they say, òWeõre not going to do it because we want to get insurance 
that everyone can get.ó At the very small business level, health insurance is really a group decision, made 
collectively. 
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One program said that allowing independent contractors and part-time employees to 
enroll can be the tipping point for small businesses to enroll.40 Employers like that they can 
give coverage to their contract workers without having to pay anything toward it (this 
program does not have a minimum employer contribution).  

Reducing or eliminating crowd-out provisions (that is, requirements that an employer 
not offer coverage for a certain period of time prior to enrolling in the subsidized coverage) 
is also beneficial to enrollment. As an intermediate measure, shortening the length of time an 
employer must not have offered insurance was cited as beneficial to enrollment.  

Another eligibility requirement that can be unappealing is very low income eligibility 
criteria. Two programs noted that if the income limits are not generous enough, this causes 
people to associate the program with welfare.  

Finally, the one program that did not require a minimum employer contribution noted 
that this was very appealing to small employers, as they could choose not to contribute to 
part-time employees if they wished. Interestingly, this program said that most employers 
contribute a lot more than 50 percent anyway. Conversely, in programs that required a 
minimum 50 percent contribution, employers usually contributed just 50 percent (as this 
òminimumó is interpreted as a òsuggestedó contribution). 

Stigma 

All but one program acknowledged that stigma was a consideration in designing their 
program, implying that stigma is something that can impact enrollment in subsidized 
programs. Discussants noted that programs can do a lot to prevent stigma. Stigma was rarely 
present because of the government subsidy itself, but rather, whether the program has a 
government feel to it, or is perceived by potential enrollees as closely associated with the 
government or welfare. Programs that offer premium subsidies for employers and workers 
are already at an advantage in terms of combating stigma, as several programs noted that 
offering the subsidy only to those who are working negates the perception of welfare.  

Most discussants felt that their program features or marketing methods prevented 
enrollees from perceiving stigma or associating the program with welfare such that it did not 
deter enrollment. Programs avoided stigma by forming a partnerships with private entities to 
administer, sell, or promote the program (for example, using private brokers or marketing 
representatives, a third-party administrator, commercial carriers and plans) and giving the 
program a private name and feel. Cost-sharing also reduces stigma, particularly requiring the 
workers and/or employer to pay a premium.  

                                                 
40 Independent contractors are also referred to as ò1099ó employees as IRS form 1099-MISC is used to 

pay for their services, instead of W-2 form.  
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The fact that the program is for people who are working also reduces stigma, which 
gives programs that offer premium subsidies for employers and workers a natural advantage 
in reducing stigma. One program said that they avoid emphasizing the government subsidy 
in their outreach but instead emphasized that the program is affordable. However, another 
program found through focus groups that enrollees in their particular community like a 
straightforward message about the program, including that there is a subsidy involved. 
Another program removed the term òpoverty leveló from its promotional materials and 
instead listed income eligibility in dollar terms. One program felt that since it did not have 
any cap on business revenue, it showed employers that the program is not just for òpooró 
businesses.  

Some discussants felt stigma might be a problem, and one program felt a perception of 
stigma might have affected enrollment. Reasons noted for this possible stigma included that 
the application process checked for Medicaid eligibility, the program had low income limits, 
or because the program had a ògovernment feeló or the program was closely tied with state. 
Brokers involved with two programs were also wary of a program tied with the government, 
so these programs were careful to minimize the government subsidy in their marketing to 
brokers, and instead emphasized the program's commercial qualities to both brokers and 
potential enrollees. One discussant also said that they tried to reduce stigma by emphasizing 
the personal, customer service that enrollees donõt typically get with a large insurance 
companyñregarding stigma affecting enrollment, òitõs all in how you market it.ó 

Program Permanence 

All programs said that program permanence is a concern for small employers and in 
some cases, for brokers. However, only half of programs felt that concern about program 
permanence was a deterrent to enrollment. Furthermore, discussants suggested several 
factors that can mitigate concern program permanence. The first is program duration. Two 
programs felt that the longer they had been around, the less concern there was among 
potential enrollees that the program would end. One broker noted that after the program 
had been around three years, it gained legitimacy in the eyes of the broker community, 
despite a fixed level of funding. The second is the appeal of other program features, 
including price, benefit design, and provider network, which if strong enough, outweigh 
concerns about program permanence. Brokers or program representatives also helped 
overcame potential enrolleesõ concerns about program permanence by reassuring them that 
there was a lot of political support for the program and/or that it had the backing of a 
government entity, and also letting them know that funding was guaranteed through a 
certain date. Offering employers at least a two-year contract for the insurance and subsidy 
was noted by one program to alleviate fears of program permanence. 

Although ties to the government can increase stigma, two programs (HealthChoice, O-
EPIC) said that the government backing lent it credibility and stability. Some discussants 
emphasized that a program operating out of the state department of insurance was not the 
same as a program operating out of the department of health and welfare. However, 
enrollees in another program were concerned that because it was a government program, it 
could more easily go away. 
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H OW CAN PROGRAMS GET BROKERS ON BOARD?  

As noted above, discussants overwhelmingly pointed to brokers (or broker-like agents) 
as playing a critical hand-holding, marketing, and educational role that successfully enrolls 
small firms in subsidized coverage initiatives. As such, program officials must òselló the 
program to brokers first in order to secure their participation.  

To reach brokers, our discussants recommended starting with a compelling message 
that emphasized the salability of the program, the opportunity to serve the community and 
the ability to earn competitive commissions. Discussants also noted that in many cases, the 
target population represents new markets for these brokers and an opportunity to sell of 
other insurance products (such as life insurance). Another compelling message to brokers, as 
implied by one of our broker discussants, is that selling the subsidized coverage was cost-
effective in terms of time spent by the broker, because although more up-front time was 
required of the broker, the employers stay with the plan for a long time (since there is no 
cheaper alternative), during which the broker receives the monthly commission without 
having to spend much additional time (depending on the commission structure). Conversely, 
small group commercial plans usually see big rate increases every year, prompting small 
groups to want the broker to shop for a cheaper plan, necessitating more time spent for the 
broker if they want to keep their client.  

All programs that used brokers eventually paid commission rates (between 4 and 6 
percent on the full, unsubsidized price of the plan) to be competitive with commissions 
offered by other commercial plans. All programs using brokers noted that this was 
important to getting brokers to sell the program. One program that did not offer 
competitive commissions at the start had a difficult time getting brokersõ attention. When 
the program started paying competitive commissions, brokers were ready to get on board 
and sell the program. 

As important as commissions are, they are not sufficient to get brokers òon board.ó 
Brokers canõt sell the program if they donõt know about it, and will be less likely to sell it if 
they donõt understand how the program works or if the application process is too foreign to 
them or too lengthy.  

One program solicited broker input during the design stage of the program. Once the 
program design is in place, programs must establish relationships with brokers and market 
the program to them so that they understand how it works and how it will benefit them. 
Several programs have offered broker training sessions, and sometimes these session can be 
used to satisfy broker continuing education requirements. For example, one program initially 
used a statewide carrier that did not reach out to brokers in a particular county. When the 
program switched to a local carrier that had an established relationship with brokers in that 
county, and was very good at marketing to them, enrollment took off. This program set up 
meetings with brokers and used an outreach message emphasizing the program as an 
opportunity for brokers to give back to their community (community service), as well as earn 
commissions.  
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One program started off with an application process that was lengthy and foreign to 
brokers (similar to a Medicaid application), which brokers didnõt want to deal with. Switching 
to a standard small group market application with which brokers were accustomed greatly 
increased the appeal of the enrollment process and therefore increased the brokersõ 
willingness to sell the plan. 

Discussants from two of our programs noted that only 10 percent or 20 percent of 
brokers are òreally good brokersó, that is, willing and motivated to sell the plan. These 
programs leveraged these brokers by referring businesses that contacted the program office 
to them, increasing their chances of enrollment.  

Anecdotal evidence suggests that not involving brokers in selling the program can 
actually be detrimental to enrollment. Brokers saw this program as competing with the 
insurance products they were trying to sell, so would speak negatively of the program. A 
negative perception of the program then spread by word-of-mouth among the target 
population of small business owners. The program had a very difficult time combating this 
negative perception, and enrollment suffered.  

 

 

 





 

 

C H A P T E R  V I  

C O N C L U S I O N S  
 

he findings from our study confirm that nonprice program features affect enrollment. 
Specifically, discussants from all four coverage approaches agreed that certain 
nonprice program features were especially helpful for creating program awareness, 

comprehension, and appeal that led to enrollment. Further, the enrollment experience of 
several programs in this study indicate that efficiently enrolling significant numbers of adults 
into subsidized coverage programs is an achievable goal.41   

In this final chapter, we compare our study findings across the four program types. This 
exercise identified some themes and lessons common in all program types. But it also 
confirmed that each coverage approach faces unique enrollment challenges and the outreach 
tactics, enrollment processes, and coverage design must be customized to attract efficiently 
enrollment. Research gaps remain, however, and we conclude with some suggestions for 
further research into the factors that influence nonelderly adult enrollment into subsidized 
coverage programs.  

SUCCESSFUL STRATEGIES COMMON TO ALL PROGRAMS 

 Discussants from all four program types offered universal lessons about the program 
design and implementation features that attract enrollment. These include the importance of 
creating awareness of the program, getting trusted members of the community to deliver the 
message, avoiding stigma-inducing terms and application procedures, and providing 
application assistance and insurance counseling. 

                                                 
41 As one program observer noted, òOur experience in Alameda County demonstrates that offering an 

affordable, comprehensive family coverage product and transforming the enrollment process means that 
families will not only enroll but stay enrolledó (Zahn 2003).  

T 
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Program Awareness 

Study participants widely agreed that programs must be proactive in creating awareness 
that results in enrollment. Even programs that almost òsell themselvesó due to their 
appealing design require some marketing on the part of program officials. As a general rule, 
targeted, decentralized, community-based, in-person outreach approaches were deemed 
effective in creating awareness that led to enrollment. Discussants speculated that, with this 
type of outreach, potential enrollees hear about the program from a trusted source, which 
instantly increases the programõs credibility in ways that more generic marketing cannot 
accomplish. For similar reasons, discussants believed that word-of-mouth advertising was 
extremely important in developing awareness that leads to enrollment.  

The program staff we spoke with employed various strategies to partner with trusted, 
community-based resources. The type of partner (clinic, community advocate, broker, etc.) 
varied depending on the type of program and the target audience.  

Word-of-mouth advertising can be effective in creating awareness, but influencing or 
controlling it can be difficult. Many discussants emphasized that program officials must 
tailor the outreach message and materials to ensure that people are circulating accurate 
information about the program. Some discussants pointed out that surmounting poor public 
perceptions of a program is much more difficult than properly managing expectations in the 
first place. Poor public perceptions arise if enrollment systems cannot handle an 
unexpectedly large influx of applicants when the program begins or after a big marketing 
campaign. People also may develop negative feelings toward the program if there is 
confusion or incorrect expectations about who is eligible.  

Discussants offered several suggestions for averting these issues. One promising 
technique is to test messages and enrollment systems with a small group initially. Some 
discussants also mentioned the need to balance politiciansõ tendency to oversell the 
programõs potential; to do this, program staff should provide information about the 
enrollment levels that can be supported with the financing available for each program year. 
Discussants also recommended using a mix of outreach methods since potential applicants 
are more likely to enroll if they hear about the program from more than one source. 
However, discussants did not all agree on the best mix of methods within or across 
programs. While they believed that local media is effective in creating awareness, local media 
is not always necessary if limited program slots are available. In addition, studies and 
discussants were inconclusive on the impact and importance of broadly targeted mass media 
campaigns. 

Program Comprehension  

Discussants from all program types noted pervasive comprehension gaps among 
program applicants, particularly regarding insurance concepts and income eligibility criteria 
for the program. Discussants widely believed that providing insurance counseling is critical, 
in part because of these comprehension difficulties. They noted other strategies as desirable 
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or even critical, such as simplifying the application process and removing technical terms and 
jargon, but these strategies appeared to be insufficient when used alone.  

Discussants emphasized the significant time investment needed on the part of program 
representatives, brokers, and others to explain insurance concepts, the programõs income 
eligibility criteria, and required documentation. Difficulty understanding a programõs 
eligibility criteria concerned our discussants because individuals may fail to enroll if they 
erroneously believe that they are not eligible, a phenomenon also observed in the literature.  

In light of concerns about comprehension difficulties consuming staff resources and 
possible underenrollment in the program, we were surprised that programs seemed to 
devote so little attention to new strategies that would reduce these problems. Similarly, 
program comprehension topics received the lightest treatment in our review of the literature. 
A few studies reinforced our discussantsõ views that educating potential enrollees about the 
role and value of health insurance was a central part of the enrollment process. However, we 
found no studies that methodically measured comprehension difficulties among the target 
population for these programs or examined linkages to enrollment.  

Program Appeal 

Across all program types, discussants agreed on the key program features that appeal to 
enrollees. These include offering coverage that resembles private insurance, avoiding terms 
and application approaches that may create stigma, and providing a convenient and simple 
application process. However, the programs in our study were rarely able to implement 
coverage containing all the desired features; simplifying the application process was the most 
difficult to achieve. As discussed in the next section, the impact of unappealing features on 
enrollment varied by type of program.  

Appealing Coverage  

Comprehensive coverage, commercial provider networks, and low point-of-service cost-
sharing are very appealing program features, according to almost all discussants.42 
Discussants emphasized that coverage that resembles private insurance (with an insurance 
card, a booklet, and a nongovernmental name) had tremendous appeal because it is similar to 
the coverage that òeverybody else has.ó Other features universally noted as appealing 
include: 

 No exclusions for pre-existing conditions  

                                                 
42 Reflecting great underlying need, a few previous studies and some discussants suggested that dental 

benefits are a particularly attractive component of comprehensive coverage, a finding echoed by the SCHIP 
studies. Dental benefits may also be a cost-effective addition to some programs. Service use data from Ingham 
Health Plan suggest that many emergency room visits by enrollees were instigated by oral health conditions. At 
the time of the study, this program did not cover oral health (Silow-Carroll 2001).  
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 Point-of-service cost-sharing in the form of co-payments rather than other 
forms (coinsurance, deductibles) because the enrolleeõs financial risk is more 
predictable 

 A provider networks that includes physicians and other providers who speak 
the applicantõs language (for those whose first language is not English) 

 Coverage for the whole family, rather than just children or just the adult worker 
in the family (for applicants with spouses or children) 

Stigma 

Across all program types, discussants believed that welfare stigma was a real 
phenomenon that could deter enrollment. Neither the discussants nor the studies in our 
literature review rigorously contrasted the various forms of stigma. These include traditional 
welfare stigma (program is a government handout for poor people), application-related 
stigma (demeaning or intrusive application process), and provider stigma (providers treat 
program participants differently than privately insured patients).43 However, strategies 
mentioned by discussants seem to suggest that they were trying to avoid all three types of 
stigma. Most discussants felt that their program had taken steps to successfully minimize 
stigma by designing programs to look and feel like commercial coverage. However, 
discussants found it more difficult to minimize stigma during the application process due to 
the inherently intrusive nature of this process. 

Ease of Application 

Many discussants confirmed our findings from the SCHIP literatureñthat the 
convenience and simplicity of the application process plays an important role in program 
enrollment. An inconvenient and unappealing application process can be an especially strong 
deterrent in programs that have an employer role.  

To make the application process more appealing, discussants recommended providing 
several entry points and integrating the outreach and application process so that applicants 
can apply òon the spot.ó Making applications simpler and more user-friendly also has great 
appeal to the target population. The impact of these strategies on enrollment is uncertain, 
however, as applicants to almost all programs typically faced applications that could not be 
completed without extensive insurance counseling and application assistance from brokers, 
enrollment counselors, or others. It appears that this assistance is critical to completing the 
application process and that other steps (such as simplification) may be desirable but 
insufficient.  

                                                 
43 See Appendix C for more discussion of these forms of stigma.  
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The complexity of the application process reflects to some degree the programõs 
underlying eligibility criteria. Because subsidized coverage programs typically target low-
income residents, itõs necessary to collect income information from applicants. Almost all 
program designers faced a difficult trade-off between having an òidealó application process 
(convenient, understandable, and nonintrusive) and program target effectiveness 
(maximizing enrollment of the targeted group ð typically the low-income uninsured). Asking 
for income information is inherently intrusive; however, discussants identified some 
practices that minimized the intrusiveness, such as using existing information systems to 
validate income or allowing self-declaration of income. Similarly, anti-crowd-out provisions 
may dictate questions about eligibility for employer coverage or public coverage. The studies 
we reviewed provided little guidance on structuring or evaluating the trade-offs between 
simplifying the application process to encourage enrollment and the target effectiveness.  

FINDING S SPECIFIC TO PROGRAM TYPES 

In comparing discussantsõ views across program types, we found some critical 
differences in the relative importance of the design and implementation features that attract 
enrollment. Discussants also had surprising differences in their perception of the target 
population.  

Gaining Small-Firm Participation Requires a Very Appealing Design  

Both the literature and the discussants suggest that substantial premium subsidies are 
necessary but insufficient to attract enrollment by nonoffering employers in small firms. To 
attract enrollment, these programs must be designed so that every feature, including the 
benefit structure, enrollment processes, and eligibility criteria, are very appealing to several 
audiences: firm owners, workers, and often brokers. Program designers cannot overlook any 
dimension of the program in the planning stages, and well-targeted, sustained outreach, 
coupled with insurance counseling, is critical. For example, an otherwise well-designed 
program may still fail to attract significant enrollment if not all workers in a small firm are 
eligible. Similarly, if the coverage does not appeal to the firm owner, participation may be 
modest even if all other program dimensions are appealing.  

Subsidized Programs That Target Adults Directly Have an Easier Time Attracting 
Enrollment 

Compared with programs that target employers, programs that market directly to adults 
can offer less comprehensive benefits and have less attractive enrollment processes and still 
attract significant enrollment. This is especially true if the premiums are very low, the target 
population is aware of the program, and application assistance is available.  

Premium Assistance Programs Face Enrollment Challenges  

Premium assistance programs face some unique challenges in attracting enrollment. 
Some of these challenges are inherent and not easily surmounted by the program designer. 
Nationally, only about 20 percent of uninsured workers have access to an employer offer of 
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coverage for which they are eligible (Garret 2004). The prevalence of Medicaid and SCHIP 
as funding sources often entails complex, multipart eligibility criteria and fairly low income 
eligibility levelsñfurther limiting the size of the eligible population. Discussants reported 
that teasing out successful enrollment strategies in the face of these limitations proved 
difficult. Strategies included involving brokers in outreach and educational efforts and 
creating less restrictive enrollment periods. Discussants strongly recommended broadening 
income eligibility criteria, as they believed that many uninsured workers could meet the 
programõs other eligibility criteria and were having difficulty affording their employerõs 
coverage, despite their slightly higher incomes.  

Varying Perceptions of Demand Among the Target Population 

Discussants had very different perceptions of the demand for coverage across the four 
program types. Discussants for the brokered access and nongroup coverage programs widely 
emphasized the tremendous demand for coverage among their target populations. Often, 
they discounted the notion of òyoung invinciblesó who do not want health coverage even 
when the cost is very low. Yet stakeholders for the employer subsidy programs reported that 
one of their enrollment barriers was the fact that many workers preferred higher wages over 
paying premiums of $40 a month. There is some overlap between these two target 
populations (as many uninsured adults work in small, nonoffering firms). Therefore, it is 
difficult to know how to reconcile these competing views. 

Recognition of non-English speakers in the target population also varied widely 
between program types. In the brokered access and nongroup coverage programs, most 
discussants were aware of the non-English speakers in their target population, had strong 
views on the effectiveness of specific program features and outreach strategies for this 
population, and actively sought to enroll eligible non-English speakers. In contrast, 
discussants in the employer-based programs were often unsure how many non-English 
speakers were present in their target population and did not have strong views on the need 
for or effectiveness of enrollment strategies to attract this population. A few discussants 
from employer programs were aware of instances in which specific brokers successfully 
enrolled businesses within their ethnic community, but in only one case was this a 
purposeful enrollment strategy.44 

MORE RESEARCH NEEDED TO GUIDE PROGRAM DESIGNERS 

Our study findings strongly suggest that nonprice program features affect enrollment 
but that additional research is needed to better quantify these determinants. Policymakers 
and program designers currently lack guidance on how to evaluate alternative designs and 
how to set and achieve enrollment targets. There is uncertainty about how alternative 
approaches to outreach, benefit designs, or application processes affect enrollment levels. In 

                                                 
44 Certain states, such as Montana, may have few non-English speakers among their eligible population. 
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their initial stages, many program designers significantly overestimated enrollment in their 
programs, while others significantly underestimated take-up of the coverage.  

Our review of the literature revealed little in the way of rigorous evaluations that relate 
program design and implementation features to enrollment levels in programs targeting 
uninsured, nonelderly adults. In part, this stems from the fact that subsidized coverage 
initiatives for nonelderly adults have not been evaluated to the degree associated with SCHIP 
and other childrenõs public coverage programs (see Appendix C) or even supplemental 
coverage options for the Medicare-eligible population.45   

Because of the dearth of relevant literature, this study relied heavily on the rich body of 
information gleaned from our discussants. However, the discussants were hampered by the 
near-absence of measurement systems that relate nonprice design and implementation 
features to enrollment. Information systems that are missing include formal feedback 
systems that gauge the effectiveness of outreach strategies, the prevalence and characteristics 
of uncompleted applications, and a detailed picture of the eligible but unenrolled population. 
Discussants shared many apparently successful enrollment strategies (for example, a niche 
broker who brings in many enrollees from an ethnic community), but they often lacked the 
resources to better understand and replicate these successes. In addition, they were often 
unable to disseminate successful strategies to programs in other states.  

Several areas investigated by this study were inconclusive. For example, in each program 
type, discussants gave inconsistent responses about the enrollment impact of charging 
nominal premiums or point-of-service co-payments. Many discussants believed these 
payments were attractive to applicants because they distinguish the program from Medicaid 
coverage. Discussants speculated that program participants felt the coverage had value 
because they were paying for it and that providers would treat them better if they paid for 
services. Other discussants felt that there was a segment of the eligible population (with very 
low income) who could not afford these payments; thus, the payments were an enrollment 
deterrent. Likely both views are accurate, as evidenced by occasions in which one 
stakeholder held both views.  

Additional research is also needed to better understand and address the underlying 
sources of widespread comprehension difficulties among applicants. Furthermore, additional 
research is needed to understand the implementation and design features that are necessary 
to attract enrollment in a voluntary nongroup coverage program featuring more substantial 

                                                 
45 A recent and promising exception is State Health Access Reform & Evaluation (SHARE), a four-year 

Robert Wood Johnson Foundation initiative that supports the systematic evaluation of state health care reform 
activities. The goal is to help state policymakers identify approaches to health reform that are suited to their 
state by assembling evidence from diverse reform approaches. The Robert Wood Johnson Foundationõs 
Communities in Charge initiative (2000ð2004) and the W. K. Kellogg Foundationõs Community Voices 
program (1998ðpresent) generated significant literature on community-based programs, but the studies were 
descriptive in nature and did not rigorously extract the lessons that would inform our study (Grantmakers in 
Health 2005).  
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(but still subsidized) premiums. Finally, attracting enrollment into premium assistance 
programs, especially opt-out programs, continues to be challenging for states. In particular, it 
is difficult to minimize the administrative role of the employer while also leveraging the 
employerõs influence on enrollment.  

Several other areas merit additional investigation. Discussants cited many successful 
examples of partnering with trusted community partners, but program designers may need 
additional guidance to choose from among the various recommendations. Researchers 
should also investigate ways to minimize the intrusiveness of income verification procedures 
and reduce applicantsõ confusion about these procedures. A few programs are using third-
party verification procedures or allowing self-declaration of income, but the effectiveness of 
these promising approaches has not been rigorously studied or widely emulated.  

RECOMMENDED NEXT STEPS  

The national drive for new approaches to health coverage suggests that more 
information is needed on the nonprice determinants of enrollment, in both high-demand 
and low-demand settings. Our literature review and discussions with program stakeholders 
exploited a small fraction of extant program knowledge. To aid policymakers at the federal, 
state, and local levels, significant additional research and knowledge dissemination are 
needed to better understand the relative importance of nonprice program features.  

Based on our experience with this study, we recommend new qualitative studies that 
include additional subsidized coverage programs and more diverse stakeholders. In 
particular, researchers may find it useful to include stakeholders closer to the enrollee 
decision-making process as well as focus groups of eligible residents who are not enrolled. 
To quantify the importance of these design and implementation features, program officials 
and researchers must roll out changes to enrollment processes or other program features in a 
controlled fashion so that they can be evaluated to better understand their enrollment 
impact. To facilitate such investigations, a concerted effort must be made to improve the 
informational feedback systems of these subsidized coverage programs.  
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